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Abstract 
Background: While the causes and consequences of patient crowding in emergency 
departments are clearly defined, little is known about the experiences of emergency nurses 
working in these conditions. The aim of this study was to develop a greater understanding of 
emergency nurses’ experiences working during situations of crowding. 
Methods: Fourteen emergency nurses were individually interviewed. Data was analyzed 
using a qualitative descriptive approach.  
Results: Five major themes were identified: challenges of the ED environment, impacts of 
the environment on practice, professional impacts, impacts on person, and teamwork: the 
silver lining. Participants described crowding as occurring on a consistent and regular basis; 
this had both negative and positive impacts upon their professional and personal lives. 
Discussion: Emergency nurses are persistent in their desire to provide quality patient care, 
despite situations of crowding. Future implications involve identifying positive practice 
supports and providing education on self-care practices to foster positive personal health 
outcomes.  
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Chapter 1: Introduction 
Dedicated, educated, and experienced nurses are the backbone of care in emergency 
departments (EDs) (Derlet & Richards, 2000). Emergency nurses provide immediate nursing 
care to those who identify their health concerns as being critical and emergent. Due to the 
variation in emergency nursing situations, nurses are exposed to constantly changing and 
unpredictable working conditions (Adriaensens, De Gucht, Van Der Doef, & Maes, 2010). 
Occupational stressors can challenge emergency nurses both personally and professionally. 
Specifically, some emergency nurses may experience stress as a result of patient crowding, 
particularly those who witness crowding on a regular basis (Kilcoyne & Dowling, 2004). 
While the causes and consequences of patient crowding in EDs are clearly defined (Elder, 
Johnston, & Crilly, 2015), little is known about the experiences of emergency nurses 
working in such conditions. The purpose of this study is to examine the experiences of 
emergency nurses working during situations of crowding in EDs. This chapter will provide a 
background to the research problem, define the research problem and purpose, and identify 
the significance of this study. 
Background to the Problem 
EDs provide an extremely important public service: immediate access to healthcare at 
any time of the day, on any day of the year (Derlet, Richards, & Kravitz, 2001). Most often, 
the first point of care for patients begins with a presentation to an ED. Currently, there is an 
increasing demand for ED services. A lack of primary care providers, such as general 
practitioners and nurse practitioners, limited hours to access walk-in clinics, and limited 
access to community services in smaller, more rural areas have resulted in EDs becoming the 
only available access to healthcare for many people and communities (Richardson & 
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Mountain, 2009). Regardless of age, race, economic, or social status, the ED remains one of 
the few institutions available to aid all persons (Committee on Pediatric Emergency 
Medicine, 2004).  
Upon presenting to an ED, the first point of care begins at the triage desk. It becomes 
the triage nurse’s responsibility to assess and make a decision about the patient’s acuity 
level. This decision is made utilizing the Canadian Triage and Acuity Scale (CTAS), a tool to 
assist with prioritizing patient care requirements (Canadian Association of Emergency 
Physicians, 2014). Each patient is given a CTAS level ranging between Level 1 (most acute) 
to Level 5 (least acute). An example of a CTAS Level 1 patient is someone in full cardiac 
arrest. Level 2 patients include those having a myocardial infarction or severe shortness of 
breath. Level 3 patients can present with abdominal pain, a headache, or vaginal bleeding. 
Levels 4 and 5 include persons with coughs and colds, broken bones, lacerations, and 
prescription requests. Regardless, EDs have no control over the acuity of patients who 
present at triage and require care. “No one is refused care, even when the hospital is at 
capacity” (Quattrini & Swan, 2011, p. 40).  
 In order to further understand the situations that occur in present day EDs, it is 
essential to understand the role of emergency nurses in EDs and the significance of patient 
crowding for the ED and its staff.  
Emergency nursing. Emergency nursing encompasses the care of people in all age-
groups and populations. An emergency nurse “accepts without warning any person requiring 
health care with undifferentiated and undiagnosed problems originating from social, 
psychological, physical, spiritual and cultural factors” (Jones, Endacott, & Crouch, 2003, 
p.1). Emergency nurses provide care to those in the critical phase of their illness or injury in 
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such a way that promotes the safety of the individual and that is both calming and supportive. 
Because EDs can be a primary point of care for many people, emergency nurses can make an 
immediate difference in people’s lives. It not only becomes important to provide education 
and information about health and injury prevention, but also to provide the emotional support 
needed to cope with a change in health or a new reality.  
The scope of emergency nursing practice involves assessment, diagnosis, treatment, 
and evaluation, whereby resolution of problems may range from minimal care to advanced 
life support measures (Howard & Steinmann, 2010). As a recognized nursing specialty, 
emergency nurses require postgraduate education and training, in addition to a foundation in 
general nursing practice. As a result, there is a high level of autonomy for nurses and the 
ability to initiate various care measures with limited physician direction. It is this specialist 
skill set that further reinforces the importance of emergency nurses within EDs and health 
care settings. 
Crowding in emergency departments. Many EDs are challenged as a result of 
patient crowding, described as one of the most serious and unavoidable problems facing our 
hospital systems today (Richardson & Mountain, 2009). The concept of crowding is complex 
and has been noted within the literature since the 1980s. The Canadian Association of 
Emergency Physicians and the National Emergency Nurses Affiliation (2001) define patient 
crowding in EDs to be “a situation in which the demand for service exceeds the ability to 
provide care within a reasonable time causing physicians and nurses to be unable to provide 
quality care” (p.82). Crowding in EDs cannot be attributed to one single factor, but rather is 
the result of various complex issues beyond the control of a single ED. Although studies 
indicate a multitude of possible causes, three main defining themes are consistently identified 
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within the literature (Cowan & Trzeciak, 2005; Derlet & Richards, 2000; Hwang & Concato, 
2004). Input factors, throughput factors, and output factors are all identified as contributing 
causes of patient crowding in EDs. These themes are based upon the conceptual model of ED 
crowding developed by Asplin, Magdid, Rhodes, Solberg, Lurie, and Camargo (2003), which 
applies operations management concepts to patient flow within an acute care hospital setting. 
The goal of this conceptual model is “not to prioritize potential causes of ED crowding but to 
provide a general conceptual framework that can be used to study the causes and 
consequences of ED crowding, as well as potential solutions” (Asplin et al., 2003, p. 174).  
This conceptual model of ED crowding focuses on crowding from an inside ED 
perspective, which in turn best positions emergency nurses within this issue. Three 
components make up this model: input, throughout and output (See Figure 1). Asplin et al. 
(2003) recognize that the development of measures and the identification of causes of ED 
crowding are the priorities of a model-driven research and policy agenda, the first of these 
priorities is to better understand the relationship between crowding and quality of care. 
Quality of care concerns associated with crowding include clinical outcomes, patient 
satisfaction, provider satisfaction, and cost of care (Asplin et al., 2003). Thus, it can be 
argued that provider satisfaction is related to emergency nursing, which could ultimately 
affect patient care and therefore requires further investigation. By linking emergency nursing 
and quality patient care, this further underscores the importance of this study. This 
conceptual framework underpinned my understanding of crowding as it relates to the ED and 
was not used to limit or restrict data collection and analysis in any way. In essence, the 
model provided a means from which to explore how crowding could be related to different 
components of the ED environment and broader health care delivery.  
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Figure 1. The input-throughput-output conceptual model of ED crowding.  
 
Input factors. Input factors of patient crowding in EDs involve any condition, event, 
or characteristic that contributes to a demand for ED services (Asplin et al., 2003). A key 
factor influencing ED input is the changing population health status. For example, as the 
population continues to age and life expectancy continues to increase, patient acuity will also 
subsequently increase (Van Vonderen, 2008). “Higher numbers of patients with several 
concomitant medical problems, such as congestive heart failure and chronic obstructive 
pulmonary disease, present to the ED…these patients require a higher level of care” (Derlet 
et al., 2001, p. 153). An increase in patient acuity can contribute to patient crowding in EDs 
for a number of important reasons. Physician and nurse resources are required for a longer 
period of time in order to diagnose and treat patients of higher acuity. An increase in patients 
6 
with higher acuity results in EDs functioning as forced inpatient critical care and intensive 
care units, resulting in an insufficient availability of beds and staff for other ED patients 
requiring emergency care (Trzeciak & Rivers, 2003). In some cases, patients with known 
complex conditions may frequent the ED more often due to a lack of available outpatient 
services, or they may not be followed by a general practitioner in the community. Therefore, 
a greater number of higher acuity patients may present to EDs for care, thus increasing the 
demand placed upon EDs (Canadian Association of Emergency Physicians & National 
Emergency Nurses Affiliation, 2001). 
Throughput factors. Throughput factors of patient crowding in EDs reflect hold-ups 
within the ED itself. Asplin et al. (2003) emphasize the need to look internally at ED care 
processes, and specifically, to improving ED effectiveness. Throughput factors include triage 
strategies, the physical layout of the ED, and staffing ratios. The Canadian Agency for Drugs 
and Technologies in Health (CADTH) (2006) stated that throughput delays, such as time 
spent triaging and completing the registration process prior to physician assessment, were 
commonly reported when the overall volume of ED patients is increased. Additionally, when 
the physical spaces of EDs are not large enough to meet patient volumes and beds, stretchers, 
and assessment areas are unavailable due to crowding, further delays occur.  
According to the National Emergency Nurses Affiliation (2001), Canadian hospitals 
cannot attract enough nurses to fully staff EDs even though experienced emergency nurses 
are highly valued as specialty trained staff. With a limited number of emergency nurses 
available during a shift, the “conventional nurse : patient ratios do not typically allow for the 
focused attention that a patient [should] receive…ED nursing staff will be required to absorb 
a greater proportion of ED patients” (Cowan & Trzeciak, 2005, p. 292). An increased patient 
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load may cause an increase in treatment time, resulting in patients waiting longer for required 
emergency interventions, further increasing the wait times of those yet to be assessed. 
Additionally, Estey, Ness, Saunders, Alibhai, and Bear (2003) report that nursing staffing 
shortages in EDs can also contribute to patient crowding.  
Output factors. Output factors that give rise to ED crowding are the result of 
bottlenecks in other areas of the health care system and “is a reflection of larger supply and 
demand mismatches in the health care system” (Asplin et al., 2003, p. 174). A lack of 
available inpatient hospital beds can affect ED patient outflow and can be attributed to 
patient crowding in EDs. The British Columbia Medical Association (2011) reported a 
decrease in the number of available hospital beds in Canadian hospitals by almost 40% 
nationally despite the continued increase in inpatient admissions through EDs. Although 
these statistics are dated, these issues continue to this day. With most British Columbian 
hospitals functioning at unsustainable occupancy rates of over 90% of their inpatient 
capacity, they are ill equipped to handle further patients (British Columbia Medical 
Association, 2011). The unavailability of hospital beds, staff, and space for admitted patients 
results in patients waiting in already crowded EDs, commonly referred to as ED ‘patient 
boarding’ (Trzeciak & Rivers, 2003). “Because ED boarders use ED staff resources…care of 
these boarders endanger new patients by absorbing staff work” (Korn & Mansfield, 2008, p. 
442). Additionally, ED boarders are often placed in less than desirable areas of the 
emergency department, such as busy hallways, resulting in a lack of privacy and appropriate 
access to bathroom facilities. Such an environment may place ED boarders at risk for 
pressure ulcers or physical decline, and thus, the ED has the potential to become an area 
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focused on inadvertently promoting poor health outcomes (Committee on Pediatric 
Emergency Medicine, 2004). 
Consequences of crowding. Longer than expected wait times, treatment delays, 
medication errors, and prolonged pain and suffering can all be attributed to patient crowding 
(Van Vonderen, 2008). A delay in treatment can further result in an increase in 
cardiovascular complications, an increased risk of pneumonia, and longer hospital 
admissions (CADTH, 2006). Trzeciak and Rivers (2003) report that patient crowding has 
also resulted in the failure to identify and treat time sensitive conditions such as acute 
myocardial infarctions, acute strokes, acute surgical emergencies, and severe sepsis, and as a 
result, unexpected and preventable deaths have occurred.  
Research Context 
My interest in patient crowding in the ED has arisen from my work as a Registered 
Nurse and in response to a critical event that occurred during a shift I was working many 
years ago. While working a busy shift in the ED, I was witness to an unexpected death that 
many on shift that day believed to be a result of patient crowding. The emotions that the ED 
staff experienced that day will never be fully understood. The tears that we cried together 
were not just for the loss of this patient but for fear of future incidents. Reflecting on this 
experience made me realize how crowding can in fact affect emergency nurses. Crowding 
can create a vicious cycle of negative energy for those working in an emergency department, 
as was the feeling created in our specific ED. When it is extremely busy and we have a 
department crowded with patients, it is a struggle to meet everyone’s needs and it is a 
struggle to provide emergency care, let alone basic nursing care, to every patient. 
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This research project has evolved directly from my role as an emergency nurse, 
working in various EDs in British Columbia over the past 9 years. I have lived the reality of 
patient crowding while working tirelessly to provide the best possible care to my patients, 
even at times witnessing what I perceived to be poor outcomes as a result of situations of 
crowding. Through this research, I hope to expand the knowledge and understanding about 
how crowding impacts emergency nurses and provide suggestions on how to better support 
emergency nurses. If delivery of quality patient care is to be expected in busy EDs, it is 
imperative that emergency nurses are listened to, their experiences are acknowledged, and 
they are included in future decision making processes.  
Research Problem 
 One of the most challenging issues currently facing the Canadian health care system 
today is increased crowding in Canadian EDs, creating environments in which it is 
increasingly difficult for emergency nurses to practice and provide patient care (Ospina, 
Bond, Schull, Innes, Blitz, & Rowe, 2007). While literature exists related to crowding in 
EDs, there is no research that has explored emergency nurses’ experiences working in such 
crowded conditions. To respond to this gap in the literature, I undertook a qualitative study to 
answer the following questions:  
What are the experiences of emergency nurses working during situations of crowding 
in emergency departments? 
a. What is the significance for emergency nurses? 
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This study provides critical insights into the experiences of nurses working in the ED 
setting. By addressing this, it is possible to understand emergency nurses’ experiences and to 
improve supports for nurses working within the ED during these situations. This in turn may 
lead to improvements in patient care and outcomes.  
The following section will present a description of the available literature.  
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Chapter 2: Literature Review 
ED crowding, emergency nursing, and stress are concepts that are well defined in 
existing literature. However, these concepts are all examined from differing perspectives. 
The purpose of this literature review is to undertake a critical appraisal of the contemporary 
literature relating to crowding in the ED.  Understanding these issues further will highlight 
the challenges faced by emergency nurses and inform the development and execution of this 
qualitative study of emergency nurses’ experiences of crowding. Further, this literature 
review has provided a platform from which this research has been undertaken.  
Literature Review Methods 
 Literature reviews have an increasingly important role in the development of health 
care services and encompass a systematized approach to searching and scrutinizing the 
available scholarly literature (Streubert & Carpenter, 2011).  Literature reviews can vary 
methodologically and can include highly rigid and prescriptive reviews, such as systematic 
reviews, to others that encompass a broader range of research and non-research literature, 
such as integrative and scoping reviews (Grove, Burns, & Gray, 2013; Whittemore & Knafl, 
2005). Integrative reviews are the broadest type of review methods, due to the inclusion of 
experimental and non-experimental research, and seeks to explore a given concept or 
phenomenon broadly. This expansive focus assists the researcher to gain an understanding of 
the breadth of literature in the field, as well as gaining a sense of the wide ranging concepts 
and theories of importance (Whittemore & Knafl, 2005). To gain a greater understanding of 
the issues related to emergency nurses’ experiences of crowding in the ED, an integrative 
review of the literature was undertaken to examine the current state of knowledge, to identify 
gaps in the current evidence, and to contextualize this qualitative study.  
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This integrative review was undertaken in five stages: a problem identification and 
the development of a research question stage, a literature search stage, a data evaluation 
stage, an analysis and reporting stage, and an interpretation of the findings stage. A brief 
overview of these stages is now presented. 
Stage 1: Developing a research question. As discussed in Chapter One, my interest 
in emergency nursing and crowding relate to my own clinical experiences as a nurse in the 
ED environment. It was this interest that led me to undertake an informal scan of the existing 
literature and to embark upon graduate studies to formally explore these interests further.  
These early discovery activities enabled me to refine the focus of my research and assisted 
me in developing an appropriate research question to guide both the literature review and 
resulting qualitative research study.  The initial stage of any review method begins with a 
clear identification of the problem that the review plans to address, along with its purpose 
(Grove et al., 2013). The research question and sub-questions guiding this research and the 
examination of the literature are: 
What are the experiences of emergency nurses working during situations of crowding 
in emergency departments? 
a. What is the significance for emergency nurses? 
A well-specified research question in an integrative review will facilitate the ability to 
accurately operationalize variables, extract appropriate data from primary sources, and 
ultimately facilitate all other stages of the review process (Whittemore & Knafl, 2005).  
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Stage 2: Literature search strategy. To ensure a comprehensive and robust review 
of the literature, the search strategy was developed to ensure that the review captured all of 
the relevant sources, including articles outlining primary research or other scholarly work. 
Firstly, a comprehensive list of search terms, subject headings, and key words were collated 
(see Table 1). These search terms represented all the key concepts, including common 
variations in terminology. As previously highlighted, the literature has explored emergency 
nurses’ experiences in relation to stress and burnout. This literature of stress and burnout was 
therefore included in the literature review to further understand nursing practice within the 
ED context. Secondly, a comprehensive strategy to access literature sources was developed. 
This strategy included targeting relevant electronic databases, as well as incorporating 
reviews of existing reference lists and hand searching of key journals, including the Journal 
of Emergency Nursing and the Advanced Emergency Nursing Journal.  Databases that were 
searched included Medline, Cumulative Index of Nursing and Allied Health Literature 
(CINAHL), and PubMed databases.  
Further, eligibility criteria were developed to further refine the search and to ensure 
that the literature was current and relevant. To be included in the review, the literature 
needed to be peer reviewed, dated from 1989 to 2015, available in English-language, and 
relevant to the Canadian context.  The initial search was restricted to 2000-2015, however, a 
paucity in the available research led to the expansion of this timeline to include research 
dating back to 1989. 
Following completion of data collection and analysis, this search was repeated to 
ensure that relevant literature dated up to 2017 was examined and included as necessary. 
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Table 1 
Expanded List of Search Terms, Subject Headings, and Keywords. 
 
Expanded List of Search Terms, Subject Headings, and Keywords 
 
Emergency Nurse                          Overcrowded                          Stress+                            
Emergency Nursing+                    Overcrowding                         Stress, Occupational   
                                                       Crowding                                Stress, Psychological 
                                                       Access Block                          Stress, Physiological 
                                                                                                       Occupational Stress  
                                                                                                       Burnout 
                                                                                                       Burnout, Psychological 
 
 
 
Stage 3: Data evaluation. The identification and evaluation of relevant studies was 
the third stage completed within this review. Evaluating quality of primary sources within an 
integrative review, where diverse primary sources with differing methodological features are 
present, can be complex. As a result, various techniques of analysis were employed and 
included the consideration of authenticity, methodological quality, informational value, and 
representativeness of available primary sources (Whittemore & Knafl, 2005). To capture as 
many relevant studies as possible, databases were searched to identify primary sources. 
Following this, hand searches of existing reference lists and key journals were undertaken to 
ensure that the review had captured all relevant sources.  A large amount of literature on 
crowding was excluded at this stage, as many of these were opinion pieces or were literature 
reviews that duplicated sources already captured in the review.  Only one study on crowding 
was identified that related specifically to emergency nursing. The majority of articles 
pertaining to the concept of stress were also excluded as they did not relate to emergency 
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nursing. An article was included if it met the eligibility requirements.  Both quantitative and 
qualitative research articles, as well as other relevant scholarly works, were included. The 
initial search of the literature generated 3394 hits related to crowding, with 31 articles 
meeting the eligibility requirements and being included in the review. A further 1288 articles 
were identified pertaining to the concept of stress, yet this number was reduced to 16 due to 
multiple duplicates and the inapplicability to emergency nursing or emergency nurses (see 
Appendix A). The later extension of the review to include studies up to 2017 led to the 
identification of nine new articles: six studies relating to crowding and three studies that 
examined burnout in emergency nursing. However, despite analysis of these additional 
sources, no new themes or insights were uncovered and sources were integrated within the 
existing literature findings. A final cohort of 47 studies was selected for focused review.    
Stage 4: Analysis and reporting. The goal of the analysis stage involves a thorough 
and unbiased interpretation of the primary sources in addition to an innovative synthesis of 
the evidence (Whittemore & Knafl, 2005). The 47 articles included within this review were 
read in full and evaluated for content and rigour.  The analysis process was guided by the 
critical appraisal guidelines of LoBiondo-Wood and Haber (2002) and study data were 
extracted and analyzed.  Of these articles, 31 studies examined crowding, ten examined 
stress, and six examined burnout in emergency nurses. Of the total 47, only two articles were 
directly focused on rural nurses and only one examined both stress and crowding for 
emergency nurses.    
Stage 5: Interpretation of the findings. Ideally, the results of an integrative review 
capture the depth of the topic, contribute to a new understanding of the phenomenon under 
investigation, and provide implications for practice and further research (Grove et al., 2013). 
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A comprehensive integrative review of the literature was undertaken. The analysis of the 
literature informed the development of three thematic categories, these are: crowding in EDs, 
emergency nursing and stress, and emergency nursing and burnout. For the purposes of 
transparency and due to space constraints, key studies will be presented in detail and will 
include an overview of the focus of the research, methods, findings, and the strengths and 
weakness of the evidence. A further synthesis of the evidence pertaining to each thematic 
category will then be provided.  
Literature Review Findings 
As discussed, a final cohort of 47 articles were selected and reviewed. Analysis of the 
articles led to the development of three key themes: crowding in EDs, emergency nursing 
and stress, and emergency nursing and burnout. These will now be presented.  
Crowding in emergency departments. Crowding in the ED was a key feature in the 
existing literature and was presented as a significant and ongoing concern for healthcare 
providers within this setting. A total of 31 articles were identified that explored crowding, 
from these, three subthemes were identified: key indicators of crowding, causes of crowding, 
and effects and possible solutions to crowding. Key articles that are most relevant to the 
Canadian context, represent the breadth of literature, and are up-to-date were selected for 
presentation in detail. 
Key indicators of crowding. Many indicators of crowding were identified within the 
reviewed articles, but there is limited consistency about how crowding is defined and 
measured. A total of four studies and reports examined the key indicators of crowding in 
detail (Committee on Pediatric Emergency Medicine, 2004; Derlet et al., 2001; Ospina et al., 
2007; Steele & Kiss, 2008), in addition to five further studies that provided a definition of the 
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concept of crowding in the ED (CADTH, 2006; Canadian Association of Emergency 
Physicians & National Emergency Nurses Affiliation, 2001; Emergency Nurses Association, 
2006; Hwang & Concato, 2004; Richardson & Mountain, 2009). These variations and lack of 
clarity around definitions and measurements of crowding further complicates this already 
complex issue. The challenges around the lack of consistency in the definition and 
measurement of crowding was identified by Hwang and Concato (2004) in their review of 
the literature. This comprehensive review examined how ED crowding is defined within the 
literature. Following a search of the PubMed and MEDLINE databases, the authors identified 
231 articles, of which 53 were primary articles, with 23 explicit definitions of ED crowding.  
The diverse definitions of crowding were further substantiated in my examination of 
the literature. For example, the Canadian Association of Emergency Physicians and the 
National Emergency Nurses Affiliation (2001) defined ED crowding as “a situation in which 
demand for service exceeds the ability to provide care within a reasonable time, causing 
physicians and nurses to be unable to provide quality care” (p. 82). The American College of 
Emergency Physicians defined ED crowding as occurring “when the identified need for 
emergency services exceeds available resources for patient care in the emergency 
department, hospital, or both” (Emergency Nurses Association, 2006, p. 42). Finally, the 
Australasian College for Emergency Medicine defined ED crowding “as the situation where 
ED function is impeded primarily because the number of patients waiting to be seen, 
undergoing assessment and treatment, or waiting to leave exceeds the physical and/or 
staffing capacity of the ED” (Richardson & Mountain, 2009, p. 369).  Hwang and Concato 
(2004) concluded that because of the variation in how crowding is defined, and because 
hospitals vary considerably in many ways, a single definition or measurement may not be 
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suitable for all situations. Rather, the authors recommended utilizing a conceptual model to 
assist in examining causative factors and key indicators of crowding in the ED.  
Similar findings were identified in a prospective survey study of ED directors in the 
United States of America. Derlet et al. (2001) found that 91% of ED directors reported 
crowding to be a problem of concern, with a lack of inpatient beds being one of the key 
factors. No simple definition of ED crowding was found to be plausible. Rather, the authors 
identified that definitions of crowding should include a variety of factors and measurements 
that take into account specific ED characteristics and settings.  The authors highlighted that a 
more reliable approach that focuses on standardized indicators of events would help 
distinguish between the causes, characteristics, and outcomes of crowding. This could 
include indicators that would help healthcare providers and decision makers identify metrics 
around ED crowding, including the amount of time at full capacity (i.e. no available beds) in 
the ED, number of admitted patients that are placed in ED hallways, or the duration of time 
that the ED is closed to intake because of saturation or on diversion (Derlet et al., 2001). 
Taking into account the context of the health care services can be vital to understanding these 
mechanisms of crowding and potential solutions. 
A further study by Ospina et al. (2007) comprised a modified Delphi study with 
Canadian ED experts to explore ED crowding. The purpose of this study was to identify 
potential indicators of ED crowding based on the level of consensus among study 
participants. A secondary objective of this study was to describe the importance of the 
identified indicators. To address these objectives, the authors undertook a two-round 
modified Delphi study in 2005. The authors explained the research processes clearly, 
including the participation of a multidisciplinary group of experts, using flow charts to 
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clearly present the research process. An expert was defined as being any Canadian ED 
administrator, medical director, physician, or emergency nurse with stated interest in ED 
crowding. The participants included a purposive sample of 38 Canadian ED experts that were 
involved in various aspects of an ED. The article did not provide a clear breakdown of the 
expertise of the providers but did provide a good review of the recruitment strategies used by 
the authors. As part of the Delphi process, an initial list of potential indicators of ED 
crowding along with their operational definitions was created, based on the available 
literature. An advisory panel revised the list and a group of 36 indicators was included in the 
first-round questionnaire. In the first round, participants were asked to rate the importance of 
the 36 measures on a 7-point Likert-type scale. The second round presented participants with 
a questionnaire requesting them to rate a list of 10 indicators. Consensus was achieved in 
round one. Of the 38 participants contacted, 32 completed round one and 33 completed round 
two.  
Round one resulted in 10 indicators being selected by consensus about relevance and 
clinical importance. Four indicators were considered extremely important: total number of 
ED patients, percentage of ED occupied by inpatients, total time in the ED, and percentage of 
time the ED was at or above its capacity. Six indicators were considered very important: 
overall bed occupancy, time from bed request to bed assignment, number of staffed acute 
care beds, time from triage to emergency practitioner, time from bed ready to transfer to 
wards, and emergency physician satisfaction. Overall, the most important indicator of ED 
crowding identified by the participants was the percentage of the ED occupied by inpatients, 
which is commonly referred to as access block. In the discussion section, the authors 
continued to highlight that the use of a model of crowding would be useful in practice. The 
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authors used Asplin et al.’s (2003) conceptual model of crowding to represent these 
indicators in relation to the input, throughput, and output factors of the ED.  This study 
provided useful data that could help inform the development of indicators that may be 
adopted by healthcare organizations. They continued by stating that because the Delphi 
group of experts were from a large, urban, academic hospital their findings may limit 
generalizability for smaller settings even though overcrowding may be an issue for some 
rural hospitals. Similarly, according to Van Vonderen (2008), rural EDs face crowding just 
like their urban counterparts, yet rural centers face unique challenges that are not easily 
understood by larger centers. The rural health care system has fewer resources: monetary 
supports are limited, fewer outpatient services and programs exist, it is difficult to staff rural 
areas, and simply put, rural hospitals are small with little space and limited beds. 
Nonetheless, it is still possible to utilize the conceptual model of crowding in a rural setting, 
it would just require tailoring to better suit the specific center or department.  
While Ospina et al. (2007) presented many strengths, such as the transparent account 
of the research processes, the article had a number of limitations.  These include a failure to 
provide adequate information regarding the types of scales used to access crowding, a poorly 
presented background section that did not highlight the significance of the issue in practice, 
limited nurses and the absence of other allied healthcare professionals that are critical to the 
ED environment as part of the expert team, and a lack of diversity in ED settings (including 
those in rural settings).  This lack of representativeness of the wider contexts of care and lack 
of representativeness of the expert panel are major weaknesses of this Delphi study. 
Similar findings were identified in other studies that have attempted to provide 
consensus around indicators for ED crowding. For example, Steele and Kiss (2008) 
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completed a prospective observational internet-based study involving 18 emergency 
departments over a 13 month period whereby researchers input data from a random day 
chosen into the emergency department crowding (EmDOC) internet site for evaluation. 
Analysis of the data revealed three key crowding variables: patient volume, patient waiting 
times, and hospital staffing. Each variable had subthemes such as nurse staffing levels.  
Likewise, Steel and Kiss concluded that a lack of inpatient bed access correlates to ED 
crowding. Similar variables and indicators were recognized in a policy statement by the 
Committee on Pediatric Emergency Medicine (2004). Through this statement, committee 
members emphasized that ED crowding had become a predictable symptom of a steadily 
growing trend in which demand exceeded available resources. They highlighted some of the 
most common indicators of crowding, including volume overload, full hospital capacity, and 
non-physician staff shortages, with the primary source of ED crowding being the difficulty of 
moving acutely ill admitted patients out of ED beds to inpatient areas (Committee on 
Pediatric Emergency Medicine, 2004). It is clear from the literature that greater clarity in the 
definition and measurement of crowding in the ED is needed to address this important 
clinical issue.  
Causes of crowding. A wide range of causes of ED crowding were identified in the 
contemporary literature. Four studies were identified that specifically addressed the causes of 
crowding (Derlet & Richards, 2000; Drummond, 2002; Estey et al., 2003; Zun, 2009).  For 
example, over a decade ago, Estey et al. (2003) undertook an explanatory field study through 
the use of focus groups to examine how crowding was taking over EDs.  The purpose of this 
study was to describe the perceptions of health care professionals’ views on ED crowding 
including its definition, perceived characteristics, service pressures, and potential solutions. 
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A secondary objective was to gather suggestions of strategies that might assist in reducing 
crowding and in setting priorities within crowded EDs. The introduction of this article 
provided a concise review of the seriousness of crowding in EDs, highlighting possible 
causes and numerous effects, positioning this study well within existing knowledge.  
Estey et al. (2003) believed that the changing role of EDs had occurred as a result of 
fewer inpatient hospital beds, leading EDs to become holding units for admitted patients. 
This in turn would limit access to care for those seeking emergency treatment. However, they 
also recognized that “ED [crowding] cannot be attributed to any single factor but instead 
appears to be a product of complex causal relations, encompassing several internal and 
external factors” (Estey et al., 2003, p.88). As a result, Estey et al. wanted to gain insight into 
what health care professionals, those front line to the issue, viewed to be the causes of ED 
crowding.  
Data were collected through the use of focus groups with a diverse range of 
healthcare providers in the Capital Health Region in Edmonton, Alberta. This region 
comprised urban and rural EDs and included six hospital-based EDs and one ED within a 
community health centre. A purposive sampling approach was used to ensure that 
participants had sufficient knowledge of all aspects of EDs. A total of 58 people volunteered 
from six out of the seven sites, recruited from a formal written invitation delivered through 
their site managers. The study group consisted of eight emergency physicians, eight 
emergency managers, and 42 ED staff, which included nurses and allied health care 
professionals. Each focus group lasted two hours in duration and a moderator was used to 
guide the focus group process. A sentence-completion exercise was used during the focus 
groups to elicit responses around crowding. The data were coded, entered into a database, 
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and tabulated. Open questions were also used to gain understanding of the issues of 
crowding.  These data were analyzed thematically and presented using a schematic model 
that was included in the article. Overall, participants stated that crowding occurred frequently 
and many times throughout a day. Two main causes of crowding were identified: shortages 
of ED beds and shortages of nursing staff. Participants in the study reported that a shortage 
of ED staff, primarily being that of nurses, contributed to crowding. “The burden of caring 
for admitted patients as well as emergency patients, and the requirement to juggle the 
requests of physicians caring for these distinct patient groups, was said to present a 
challenge. The pressure on nurses was increased…” (Estey et al., 2003, p.92). A theme that 
also emerged from the identification of these causes was a sense that the role of the ED was 
changing. The perception was that “many non-emergency health care providers believe that 
the ED should function as holding units for the rest of the health care system” (Estey et al., 
2003, p.91). Participants felt that there was an expectation of staff elsewhere in hospital that 
tests, paperwork, and all care be completed prior to transfer to inpatient units. This 
highlighted that disconnects exist between the ED and other clinical units in relation to role 
expectations, which in turn could impact upon experiences of crowding and stress. 
Estey et al. (2003) provided good insights into crowding in the ED, in particular, the 
study used a variety of frontline health care providers which in turn improved the 
authenticity and credibility of the study. Further, it included staff from a variety of EDs, not 
just those based in large urban settings. Finally, they identified broader clinical issues 
relating to crowding, such as staff concerns around the prolonged pain and suffering for 
patients and staff frustrations associated with crowding. 
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An editorial piece by Derlet and Richards (2000) similarly identified the complex 
causes and alarming effects of ED crowding. They highlighted that staff in EDs are expected 
to perform ‘intensive therapy’ in order to avoid inpatient hospital admission. Due to a lack of 
available beds, in addition to improvements in technology, pharmacologic agents, and 
heighted standards of practice, such enhancements have resulted in more care delivered in 
EDs, resulting in a greater use of resources (Derlet & Richards, 2000). For example, patients 
with certain infections, such as pneumonia, who receive intravenous antibiotics in the ED 
would be observed and discharged from the ED with follow-up care rather than admitted to 
hospital for further treatment. This is a common occurrence that emphasized the changing 
face of EDs. Likewise, Drummond (2002) along with the Ontario Hospital Association task 
force (2000) recognized a lack of beds for patients admitted to the hospital, a shortage of 
nursing staff, increased complexity and acuity of patients in EDs, increases in patient 
volumes, intensive therapy in EDs, delays in services provided by laboratory, radiology and 
other ancillary services, shortages of specialists, and difficulties in arranging follow-up care 
and transfers as causes of ED crowding.  
Effects of and solutions for crowding. Effects of and solutions related to crowding 
were commonly seen in the ED literature captured in this review (CADTH, 2006; Derlet & 
Richards, 2000; Forero, Hillman, McCarthy, Fatovich, Joseph, & Richardson, 2010; Hoot & 
Aronsky, 2008; Rowe, Bond, Ospina, Blitz, Afilalo, Campbell, & Schull, 2006; Zun, 2009). 
The effects of ED crowding were multiple, complex, and concerning. For example, Zun 
(2009) undertook an integrative literature review exploring issues related to throughput in the 
ED, while determining what or if certain factors contributed to ED patient throughput. 
Through a search of the MEDLINE database from 1996 to 2007, a total of 277 articles were 
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identified of which 26 met inclusion criteria. Through an analysis of the literature, Zun 
(2009) found that no consensus existed on techniques to improve ED efficiency due to 
differences in environmental, demographic, and institutional variations, such as a small rural 
hospital versus a large urban center. However, Zun (2009) identified various procedures that 
could be useful in reducing length of stay, such as bedside registration, point-of-care testing, 
and the use of physicians at triage.  
The Canadian Agency for Drugs and Technologies in Health (CADTH) (2006) 
conducted a comprehensive assessment of ED crowding in Canadian hospitals. This 
assessment involved a four-part series that included four separate studies. In part three of 
their report, a study was undertaken by Rowe, Bond, Ospina, Blitz, Afilalo, Campbell, and 
Schull (2006) using a cross-sectional survey to describe the frequency, determinants, and 
impact of ED crowding in Canadian hospitals and to explore the perceptions of ED directors 
about their facility’s state of crowding. The target population for this nation-wide survey 
consisted of ED directors of hospitals located in Canadian municipalities with a population 
of greater than 10,000 residents. A 54-item survey provided in both English and French 
language was developed. The surveys were distributed in a paper form by post and in a web-
based format. Of a total of 247 ED directors that were sent a survey, 158 completed and 
returned the survey. Data were analyzed descriptively and were summarized as percentages 
for categorical variables. 
Of the participating ED directors, 62% reported that crowding was seen as being a 
major or severe problem during the past year, with 35% reporting crowding to have occurred 
on a daily basis. Most of the directors (82%) perceived that ED crowding resulted in 
increased stress for emergency nurses and made the recruitment and retention of emergency 
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nurses more challenging (68%). Additionally, crowding was also perceived by directors as 
having a major or serious impact on ED waiting times (79%), the boarding of admitted 
patients in the ED while waiting for beds (67%), ED staff satisfaction (66%), and stress 
amongst physicians (65%) (Rowe et al., 2006). The findings of this study were clearly 
presented and highlighted the challenging nature of crowding in the ED. Further, the results 
of this study suggest that ED crowding is a significant and frequent problem across Canada, 
stating that “it is not limited to large urban centres, nor is it limited to academic and teaching 
hospitals. Most ED directors perceive …that overcrowding lowers the quality and 
accessibility of emergency care, and increases the stress levels and turnover of ED staff” 
(Rowe et al., 2006, p. 9). 
  A systematic review by Hoot and Aronsky (2008) sought to explore the causes and 
effects of ED crowding and to present possible solutions to addressing this issue. A search of 
the PubMed database yielded a total of 93 articles that were included in the review. Overall, 
the analysis of the findings of this review provided a broad overview of the causes, effects, 
and solutions to crowding. Hoot and Aronsky stated that ED crowding was a local 
manifestation of a systemic disease and identified some potential solutions that could be 
integrated into practice to reduce crowding and improve outcomes. Solutions identified 
included increased resources, demand management, and operations research. The findings of 
this study resonate with other studies included in this review, particularly with respect to 
documented factors relating to crowding, including the impact of patient acuity and the 
emerging frequency of ‘convenience care’ for those unable to access primary care or other 
community-based services (Committee on Pediatric Emergency Medicine, 2004; Hoot & 
Aronsky, 2008; Trzeciak and Rivers, 2003).  
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Similar findings were identified in the literature review by Forero, Hillman, 
McCarthy, Fatovich, Joseph, and Richardson (2010), which aimed to “update, summarize 
and integrate the evidence concerning access block and ED overcrowding by looking at 
trends in hospital admissions and bed availability, the contribution of access block and ED 
overcrowding to patient mortality and the quality of the studies conducted to date.” (p. 120). 
A cohort of 220 articles were included in the review, including research papers, policy 
reports, press releases, opinion documents, and other relevant professional information. The 
authors concluded that a “reduction in the number of hospital beds and increased occupancy 
rates above the recommended 85% in the name of operational efficiency has clearly had 
negative effects, as the demand for hospital beds exceeds supply.” (Forero et al., 2010, p. 
131). A reduction in available hospital beds in turn results in crowding of admitted patients 
in EDs. In this review, four themes were identified in the analysis that relate to the effects of 
ED crowding: adverse outcomes, reduced quality, impaired access, and provider losses, with 
patient mortality being the most commonly identified adverse outcome of patient crowding. 
Specifically, one of the studies included in this review was undertaken in an Australian ED 
and an analysis of the findings revealed that at least 13 deaths per year occurred as a result of 
ED crowding (Forero et al., 2010). Forero et al. (2010) highlighted reduced quality and 
impaired access as being that those most affected by crowding are people who require 
unplanned admission to hospital due to specific medical conditions; however, these people 
most often do not wait for treatment and leave EDs prematurely.  
Overall, crowding in EDs is represented in the literature from a primarily negative 
perspective and there is limited consistency about how crowding is defined and measured. 
These articles have highlighted the importance of identifying both the causes and the 
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potential solutions of ED crowding as a means of improving patient care, ED throughput, and 
staff satisfaction. Wider scale initiatives to reduce unnecessary ED and hospital admissions, 
including alternative services that provide greater accessibility, could possibly assist with 
reducing crowding in EDs. Therefore, this gap in the literature illustrates that further research 
is necessary to highlight the type and impact of solutions for crowding in the ED.  
Emergency nursing and stress and burnout. The concepts of stress and burnout 
were commonly found in the contemporary literature, particularly relating to nursing in the 
ED. The following sections will present the literature related to stress and burnout 
individually. 
Emergency nursing and stress. The search of the contemporary literature revealed 
ten articles that described emergency nursing and stress (Adeb-Saeedi, 2002; Adriaensens, 
De Gucht, & Maes, 2015; Adriaensens et al., 2010; Dwyer, 1996; Escriba-Aguir & Perez-
Hoyos, 2007; Hawley, 1992; Healy & Tyrrell, 2011; Helps, 1997; Laposa, Alden, & 
Fullerton, 2003; Ross-Adjie, Leslie, & Gillman, 2007). The most commonly identified 
stressors included aspects of the working environment, heavy workloads, death and dying, 
time pressures, lack of staff, physical/verbal abuse, and caring for a family member or close 
friend (Adeb-Saeedi, 2002; Healy & Tyrrell, 2011; Helps, 1997; Laposa et al., 2003). As a 
result of such stressors, emergency nurses most commonly reported feelings of distress, 
emotional exhaustion, chronic stress, and burnout (Garcia-Izquierdo & Rios-Risquez, 2012; 
Helps, 1997; O’Mahony, 2011).  To explore this further, specific studies have been selected 
for detailed presentation due to their perceived applicability to this research study. 
Of the articles relating to stress, Hawley (1992) presented the view that stress is 
recognized as an inherent feature of the work life of nurses and that the severity of this was 
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increasing, but that little is understood in relation to nursing in the ED.  Hawley undertook a 
mixed methods study of 69 Canadian nurses from four urban EDs to explore the lived 
experiences of emergency nurses and their specific experiences of stress. The research was 
guided by a model for organizational stress (Ivancevich and Matteson). Most nurses were 
between the ages of 26 and 30, female, married, diploma program graduates, and employed 
on a full-time basis. A self-report questionnaire, along with open ended questions, were used 
to collect data. A general profile of emergency nurses’ perceptions of stressors was obtained 
through the modified Stress Diagnostic Survey developed by Ivancevich and Matteson. This 
survey encompassed 41 items describing potentially stressful conditions in the work 
environment that were rated by respondents according to their frequency as sources of stress. 
Open ended questions provided an opportunity for participants to identify their greatest 
sources of stress and other additional stressors that were relevant.   
 Descriptive statistics and thematic analysis approaches were used to analyze the data. 
The most frequently occurring stressors were identified as staffing practices, role conflict, 
intergroup conflict, organizational structure, supervisory style, and the physical environment. 
Within the category of staffing practices, a shortage of nursing staff was believed to be 
particularly stressful as nurses were then unable to give adequate care to patients. Within the 
category of role conflict, misuse of the ED was one of the greatest concerns. Non-emergency 
patients, family physician referrals, and repeaters were viewed as responsible for this misuse. 
The major source of stress within the category of organizational structure were delays in 
transferring patients to other units once they were admitted. Nurses believed such delays 
contributed to patient backlogs, increased patient care responsibilities, and resulted in 
emergency nurses becoming the target for complaints.  
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 Hawley (1992) provided useful insights into the types and sources of stress for nurses 
in the ED, of which crowding and staff shortages were key elements. However, a number of 
limitations exist.  Firstly, the recruitment and sampling methods were not presented clearly 
and it was not possible to understand how the sample was recruited. Secondly, it was unclear 
how the questionnaire was modified. Despite these limitations, the findings of this study 
were consistent with other related studies. For example, Adriaensens et al. (2010) undertook 
a cross-sectional study surveying emergency nurses in 15 emergency departments in 
Belgium. They similarly found that emergency nurses were confronted with less favorable 
job and environmental conditions, particularly in comparison to nurses in other settings.  
Likewise, in a multi-design study of 51 British ED nurses, Helps (1997) examined what 
about being an emergency nurse was stressful and how emergency nurses were affected by 
occupational stress. Through the use of the Hassles Questionnaire, the General Health 
Questionnaire, the Responses to Stress Questionnaire, the Maslach Burnout Inventory, and 
semi-structured interviews, the author highlighted that nurses reported that chronic 
workforce shortages, strained relationships with colleagues, physical or verbal abuse, 
management-related concerns, and heavy workload to be the sources of greatest occupational 
stress.   
 Other studies have focused on occupational stress related to nursing in the ED 
(Adriaensens et al., 2010; Ross-Adjie et al., 2007). For example, authors Ross-Adjie et al. 
(2007) undertook a cross-sectional descriptive study to identify and rank workplace stressors 
as perceived by Western Australian emergency nurses and to discuss current debriefing 
practices. This study was undertaken so that clinicians and managers could have a better 
appreciation of human resource management issues related to ED nursing practice and to 
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hopefully use the research findings to assist in the recruitment and retention of emergency 
nurses. The authors underpinned this by acknowledging that nurses working in EDs 
encounter stressful situations on a constant basis that have the potential to cause both short 
and long term psychosocial and physical effects including increased absences from work due 
to sickness, increased consumption of alcohol, and poorer perceived health status in general.  
 The study was undertaken using a three-part questionnaire with 300 emergency 
nurses from three hospitals located in metropolitan, rural, and remote areas of Western 
Australia. A 52% response rate was achieved and 156 nurses completed the questionnaire. 
Based on Part one of the questionnaire, basic demographic information was obtained. The 
typical respondent was female, married, between the ages of 30-39, worked in a metropolitan 
ED, and had between 1-5 years of emergency nursing experience with post-graduate 
qualifications. Only nine respondents were from rural areas. Part two of the questionnaire 
asked respondents to rank groups of stressors identified from previous literature on a scale of 
1-15, with one equaling ‘most stressful’ and 15 equaling ‘least stressful.’ Violence against 
staff was ranked the top workplace stressor. Following, heavy workload and poor skill-mix, 
mass causality incident, death or abuse of a child, and high acuity patients were the top five 
ranked stressors, in order. Respondents were also given space to include other stressors not 
identified in the literature, with lack of or outdated equipment and shift work being most 
commonly reported.  
Part three of the questionnaire asked four questions related to workplace debriefing 
after stress-evoking incidents with free-text responses also encouraged. 59% of participants 
reported that routine debriefing after a stressful incident was not offered in their workplace. 
Nurses also reported that because stress was now an accepted part of the job, debriefing was 
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only available after major events. This study provided some critical insights into the 
experiences of working in the ED; however, the study also had a number of limitations. It 
was unclear how or why the authors chose the stressors included in the questions and how 
these responses varied in relation to the site. This lack of clarity around the actual approach 
to data collection leads to a potential for bias and therefore the results must be interpreted 
with caution. Further, Ross-Adjie et al. (2007) failed to connect each of the occupational 
stressors together. If one was to work within a crowded ED, it could be assumed that there 
will be a heavier workload, nurses are going to have to take on an increased patient load with 
many higher acuity patients and as a result, there would be an inability to provide optimal 
care. All of these workplace stressors were included in this study but this relationship was 
not explored.  
Similar findings were found in a Canadian study by Laposa et al. (2003), particularly 
with respect to interpersonal relationships. The authors administered a questionnaire to 51 
emergency nurses and other personnel in a large urban center in British Columbia to assess 
whether an association exists between sources of workplace stress and PTSD symptom 
severity. Of those who picked up a questionnaire package, 67% completed it. A relationship 
was found to exist between stress caused by interpersonal conflict in the workplace and 
PTSD symptoms. It was believed that interpersonal conflict may sensitize individuals, 
making them more vulnerable to the symptoms of PTSD, especially following a traumatic 
work event (Laposa et al., 2003). Much like Ross-Adjie et al. (2007), Laposa et al. found that 
most nurses neither attended debriefing programs nor felt supported by administration 
following a traumatic incident.  
33 
Escriba-Aguir and Perez-Hoyos (2007) similarly explored the psychosocial effects of 
working in the ED, but they compared the experiences of 945 nurses and doctors using a 
cross-sectional survey.  A 67% response rate was achieved, leading to a final sample of 639. 
The analysis of the data revealed that an association existed between job control and social 
support having a negative influence on psychological well-being. A lack of supervisor 
support increased the risk of poor mental health outcomes for doctors and high emotional 
exhaustion among nurses. Such results suggest the need for increased administrative support 
for emergency nurses and increased focus placed upon creating supportive work 
environments where positive interpersonal relationships can occur. Within this study, 
crowding was identified at the 7th top rated workplace stressor in the ED. However, the 
authors downplayed the importance of this finding, stating “many nurses may now consider 
crowding and ‘access block’ normal for the ED, possibly resulting in its relatively lower 
ranking” (Ross-Adjie et al., 2007, p. 121). The normalization of ED crowding is of concern 
as the issues that negatively affect patients and staff, such as delayed treatment times and 
increased workplace stressors, are then seemingly downplayed also. 
Healy and Tyrrell (2011) carried out a descriptive-survey design examining 
emergency nurses’ and doctors’ attitudes and experiences of stress in the workplace while 
working in three different EDs in Ireland. 103 of 150 respondents completed a questionnaire 
and 97% of respondents reported experiencing stress in the ED where they worked. The most 
commonly reported stressors were related to the work environment, and specifically, 
inadequate staffing levels, excessive workload, crowding, and poor managerial skills (Healy 
& Tyrrell, 2011). The issue of crowding was emphasized within this study due to the 
increase in ED crowding in Ireland and the lack of staff supports despite the “damaging 
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effects of relentless workplace stress” (Healy & Tyrrell, 2011, p. 32). This information is of 
benefit as there are striking similarities between Ireland’s crowding issues and Canada’s ED 
crowding concerns.  
Emergency nursing and burnout. Little of the reviewed research focused on burnout 
among emergency nurses. Six articles were captured in the review that highlight burnout and 
stress, psychosocial job stress and burnout, and burnout and the working environment 
(Garcia-Izquierdo & Rios-Risquez, 2012; Gillespie & Melbys, 2003; Hooper, Craig, Janvrin, 
Wetsel, & Reimels, 2010; O’Mahony, 2011; Potter, 2006; Walsh, Dolan, & Lewis, 1998). 
Burnout, defined as a syndrome of emotional exhaustion, depersonalization, and reduced 
personal accomplishment, can be a major consequence of working in such a highly stressful 
working environment as an ED (O’Mahony, 2011; Potter, 2006; Walsh et al., 1998). The 
correlation between stress and burnout is significant, while stress is a concept often used 
interchangeably in the literature when discussing burnout. The consequences of burnout can 
include emotional exhaustion, low morale, increased absenteeism, decreased job 
effectiveness, decreased productivity, poor job performance and patient care, and high staff 
turnover (Escriba-Aguir & Perez-Hoyos, 2007; O’Mahony, 2011).  
For example, Walsh et al. (1998) conducted a small study examining levels of 
emotional exhaustion among emergency nurses, and its relation to burnout. The purpose of 
the study was to determine if the characteristics of fatigue, associated with work related 
stress, provided a significant correlation to the symptomatic components identified with 
burnout. A convenience sample of 134 nurses was obtained by accessing emergency nurses 
who attended the Royal College of Nursing Accident and Emergency Association annual 
conference. The questionnaire utilized the validated scale Maslach Burnout Inventory (MBI) 
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in addition to asking questions related to the clinical grade of the respondent and the size of 
the ED where they worked in relation to measurements of annual throughput. The 
questionnaire also asked nurses to identify three things that they found to be most stressful 
about working in their ED. The majority of respondents worked in EDs in larger urban 
centers.  
The analysis of the findings revealed that lack of staff and work pressures, patient 
aggression, and lack of managerial support were the most stressful aspects about working in 
the ED. Other concerns, such as a lack of beds, limited resources, and long wait times were 
also identified as important causes of stress. In the study, a third of the sample reported being 
more callous towards people, feeling worried about becoming emotionally hardened, and 
were burnt out by their job at least once a week as a result of this stress; such results 
indicated moderate degrees of emotional exhaustion, and moderate to high degrees of 
depersonalization to be common among ED nurses. Interestingly, Walsh et al. did not find 
any significant differences on the MBI sub-scales with relation to size of EDs worked and 
staff experience levels.  
Similar concerns around emotional exhaustion were also found in other studies 
captured in this review (Garcia-Izquierdo & Rios-Risquez, 2012; Hooper et al., 2010; 
O’Mahony 2011; Potter, 2006). These authors recognized that healthcare workers are most at 
risk for developing burnout. In specialized areas, emergency nurses are at particular risk due 
to working in an environment where there are significant stressors that require a high level of 
emotional involvement. For example, Hooper et al. (2010) found that 82% of emergency 
nurses reported moderate to high levels of burnout and 86% reported having moderate to 
high levels of compassion fatigue. However, contrasting results were found in Gillespie and 
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Melbys’ (2003) mixed methods study of nurses from other clinical specialties. They found 
that burnout was more significant in nurses from acute medical areas than from those in the 
ED. 
Consequences of stress and burnout. In addition to the causes of stress and burnout, 
a number of studies have sought to explore the consequences of stress and burnout in relation 
to nurses in the ED. Emergency nurses are frequently confronted with acute and traumatic 
stressors, in addition to being exposed to unpredictable working environments, according to 
authors Adriaenssens et al. (2015). As a result, higher levels of burnout occur for emergency 
nurses in addition to psychosomatic distress, emotional exhaustion, and fatigue 
(Adriaenssens et al., 2015). Understanding the occupational stressors for emergency nurses is 
critical if effective strategies are to be developed to prevent stress and burnout and to 
ultimately improve emergency nursing recruitment and retention and quality patient care. 
 Adriaenssens et al. (2015) undertook a longitudinal study to gain a better 
understanding of the determinants and consequences of occupational stress for emergency 
nurses. The longitudinal design enabled the authors to explore the influence of changes over 
time in work and organizational characteristics on job satisfaction, work engagement, 
emotional exhaustion, turnover intention, and psychosomatic distress in emergency nurses. 
The authors used the Job Demand Control Support model (JDCS) and the Tripod accident 
causation model (TAC) as theoretical frameworks for the study. 
 This study used a complete two-wave panel design, an advantage as the directions of 
relationships can be determined, allowing for a complete understanding of the causal process. 
In order to measure all variables, the researchers used a self-administered structured survey. 
Within Flanders, Belgium, 15 out of 56 general non-university hospitals were randomly 
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selected. Emergency nurses within the chosen hospitals were given invitational letters to 
complete the survey. The first self-administered survey (called T1 by the researchers) was 
completed by 254 emergency nurses. Of this sample, 204 nurses were still working 18 
months later and 170 completed the survey at that time (called T2 by the researchers). Socio-
demographic data was gathered at both T1 and T2, with the average participant being female, 
married, had obtained specialty certification in emergency nursing, worked rotating shifts, 
and worked on a full-time basis. The authors found such demographic information not to be 
related to any of their outcome variables and therefore, were not included in multiple 
regression analyses.  A number of other reliable and valid tools were used in this study, 
including the Leiden Quality of Work Questionnaire for Nurses (LQWQ-N), Utrecht Work 
Engagement Scale (= 0.93), Checklist Individual Strength (= 0.93), and Brief System 
Inventory (= 0.87). Descriptive and inferential statistics were used to analyze the data, 
including calculating Pearson correlations between predictors and outcomes and conducting 
multiple linear regression analyses to explore relationships between key variables. The 
research processes was well detailed and easy to follow. 
 Adriaenssens et al. (2013) found that 20% of the participating emergency nurses at 
baseline had left their workplace 18 months later, indicating that retention and turnover 
remain issues of concern within the emergency nursing field. The authors also found that 
major changes could be seen over time in relation to the different predictors as well as to 
outcome variables. Changes over time in job characteristics were significantly related to job 
satisfaction, work engagement, and emotional exhaustion. Lack of social support/team spirit 
and poor communications at T1 were found to be especially strong predictors of well-being 
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at follow-up. Reward was found to be predictive of work engagement while social 
harassment predicted emotional exhaustion and burnout.  
 This study had many strengths, and Adriaenssens et al. (2013) did an excellent job in 
detailing their research process while engaging a large study sample. The authors also 
provided a broad variety of potential stressors which enabled for a more comprehensive 
exploration of experiences. While the study provided a robust analysis of stressors, it could 
have benefited from the addition of qualitative data to provide greater explanation around the 
relationships uncovered. However, it did provide key strategies that health care 
administrators and managers could use to reduce stress and improve retention, including 
activities to improve team cohesion and regular debriefing strategies. These 
recommendations are similar to those found in other studies on stress and burnout (Adeb-
Saeedi, 2002). While this study was about understanding the determinants and consequences 
of occupational stress for emergency nurses, data from both rural and urban settings in more 
sparsely populated regions would provide a greater understanding of this issue. 
Nursing in the rural emergency department. Many of the studies captured in the 
review have provided important insights into the experiences of stress and crowding. 
However, the vast majority of these studies have been undertaken within large urban centers.  
Few studies were identified that either analyzed data from a rural ED or acknowledged the 
additional challenges that may be faced within these contexts. As such, there is a gap in 
knowledge related to the experiences of those in rural settings. In this comprehensive review 
of the literature, only one study was identified that explored stress, burnout, and crowding in 
the rural ED. This will now be presented. 
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 To explore stress related to the ED, Dwyer (1996) undertook a study using the Delphi 
process to identify common stressors for rural nurses called to assist in the ED. The purpose 
of this study was to determine the six most significant stress-producing factors for registered 
nurses (RNs) called to assist in the ED of a rural hospital. Two questions were proposed by 
the author: What are the stress factors affecting registered nurses summoned to assist with an 
emergency in the ED of a rural hospital? Is the ranking of the factors dependent upon years 
of nursing experience? Six experienced nurses were recruited for the study from a rural 104 
bed hospital in Queensland, Australia. The nurses were asked to itemize factors that may 
produce stress for an RN summoned to assist in the ED. After round one, ten possible stress-
producing factors were identified. In round two, the panel chose their six most significant 
factors, of which four factors were then determined. After a third round, the final six factors 
were determined. These factors were then presented to a further random sample of 12 RNs 
for ranking in terms of personal significance. Of the 12 nurses, two equal groups were made, 
one set of nurses with 10 years or less of experience and one group with more than 10 years 
of experience. 
 The six most significant factors identified were: concerns about nursing a child, 
concerns about locating resources, concerns about own clinical competency or experience, 
concerns about nursing a family member or close friend, anxiety arising from crowding and 
clutter, and anxiety about own ward while in the ED. The rankings between the two groups 
differed. The more experienced group rated anxiety about nursing a family member or close 
friend to be the most significant, while the less experienced group rated concerns about 
nursing a child to be the most significant. The author attributed this to the fact that the more 
experienced nurses have been in the area for a longer period of time and have developed 
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more relationships with community members. This was also consistent with other 
researchers, with many stating that the potential for stress arising from the duality of roles 
has major significance for rural nurses (Dwyer, 1996; Van Vonderen, 2008). The concerns 
about one’s own clinical competency and experience rounded out the top three list. The 
maintenance of skills was found by the author to be one of the most important problems 
facing rural nurses.   
 Though the results of this study provided some insights into rural emergency nursing, 
it only captures those RNs who were asked to provide cover in the environment. No further 
research was found pertaining to rural emergency nurses and stress in the ED. Thus, it is 
evident that many gaps exist in relation to this specialty area of nursing and that future 
research is needed to explore this area further. 
Working in a crowded emergency department. Despite a comprehensive search of the 
literature, only one study was identified that directly explored ED crowding and the 
experiences of emergency nurses. This will now be presented. 
Within their interpretive phenomenological study, Kilcoyne and Dowling (2004) 
described ED crowding to be a high risk environment that negatively affects emergency 
nurses. Though research has provided limited nursing insight into the impact of crowding, 
Kilcoyne and Dowling attempted to illustrate their concerns. “In an overcrowded emergency 
department, there is an illusion of nursing care being provided to patients, which in reality is 
not the case” (Kilcoyne & Dowling, 2004, p. 24) due to a lack of space, privacy, limited 
beds, loud noises, and not enough staff. Emergency nurses who participated in the study 
expressed feelings of frustration, anger, stress, and “all felt powerless in their role as nurses 
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in a working environment which they felt has become an accepted norm” (Kilcoyne & 
Dowling, 2004, p. 24).  
The purpose of this study was to highlight nursing issues associated with crowding in 
EDs. A limited introduction merely highlighted how specific measures in the United 
Kingdom have attempted to address crowding, no previous literature was utilized to illustrate 
why crowding is not only a concern for EDs, but how crowding can affect emergency nurses. 
It was therefore impossible to position this study within existing knowledge. With no 
background as to why crowding is believed to be such an international concern, Kilcoyne 
and Dowling (2004) provided a limited description of their study’s chosen methods. An 
interpretive phenomenological research approach, under the guidance of Heidegger, was the 
basis for this qualitative study. It was never understood as to why this method was the best 
approach or how the philosophical lens impacted upon the research process. As a beginner 
researcher, this lack of explanation left no foundation to base this research process and left 
questions as to the credibility of the study.     
In this study, a purposive sample of 11 emergency nurses, all of whom worked in the 
ED of a regional hospital in the West of Ireland, participated in unstructured interviews. 
Credibility was attempted by having the authors maintain a journal of experiences during 
interviewing and data analysis. Colaizzi’s framework of seven procedural steps was used to 
analyze the data, yet this framework was not described or defined. Three themes emerged 
during interviews: a lack of space, elusive care, and powerlessness, along with nine sub 
themes: poor service delivery, health and safety, infection control issues, lack of respect and 
dignity, unmet basic human needs, hovering, not feeling valued, moral distress, and stress 
and burnout. Kilcoyne and Dowling (2004) highlighted the difficulties that emergency nurses 
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face in an attempt to provide care within an environment that limits the ability to perform 
quality patient-centered care. The authors concluded by acknowledging that if standards of 
care are to be expected of emergency nurses then nurses must be supported, listened to, their 
experiences acknowledged, and be involved in the decision making processes.  
Though the discussion provided great insight into the participant nurses’ thoughts and 
feelings and the themes accurately demonstrated issues of concern for emergency nurses, the 
methodological weaknesses of this study limit its potential usefulness. As this is the only 
study published that examines the experiences of emergency nurses working in a crowded 
ED, and because no Canadian research has examined this phenomenon, it is evident that 
further research is needed to gain insight into how patient crowding in EDs is experienced by 
emergency nurses and how crowding influences their current nursing practice. Therefore, 
this study seeks to address this gap and provide much needed insight into the experiences of 
emergency nurses during situations of crowding.  
Limitations 
 While every effort was made to ensure the comprehensiveness of the review, it is 
possible that some sources were not captured in the major databases and that may have 
contributed to the understanding of this issue. Most of the presented literature highlights 
information that is dated, yet recent literature is limited and perhaps can be attributed to the 
fact that little has changed within the Canadian health care system and that crowding 
continues to be an issue of concern for many EDs. 
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Summary 
In summary, the studies captured in this review have identified that situations of 
crowding are a common experience and that occupational stress and burnout are critical 
concerns for emergency nurses, particularly in relation to workload and crowding. A final 
cohort of 47 articles were selected and analyzed. These included both qualitative and 
quantitative studies, as well as systematic reviews and highly relevant editorial and opinion 
pieces. However, most of these studies involved surveys and few have attempted to capture 
the in-depth frontline insights that can help to better understand the experiences of crowding. 
Further, most of the studies were undertaken in large teaching hospitals and few studies have 
attempted to explore these experiences in the context of smaller EDs or those that serve a 
large geographical area with dispersed populations.  
In conclusion, crowding in EDs is well documented in the literature, with several 
studies describing the causes and effects of this phenomenon. However, further research that 
garners frontline insights from emergency nurses, particularly in a smaller setting that have 
been largely excluded from the research to date, is much needed.  This study will contribute 
directly to the gaps in knowledge identified through this literature review and will expand 
our knowledge about how crowding impacts emergency nurses while providing suggestions 
on how to better support emergency nurses in the workplace.  
 
 
 
 
 
 
 

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Chapter 3: Methods 
As previously highlighted, the purpose of this research was to develop a greater 
understanding of emergency nurses’ experiences working during situations of crowding in 
EDs in northern BC. In doing this, I aimed to explore how emergency nurses experience 
situations of crowding and how this impacts their nursing practice, while garnering 
suggestions on how to better support emergency nurses. Finally, I intended to extend my 
understanding of the experiences of emergency nurses working in the ED during situations of 
crowding in order to provide a voice for emergency nurses and to contribute to existing gaps 
in the literature. These aims and objectives directly influenced the selection of methods that 
guided this study. The following sections will provide an overview of the research design, 
sampling, data collection, and data analyses.  
Study Design 
The purpose for this research was to develop a greater understanding of emergency 
nurses’ experiences working during situations of crowding in EDs within northern BC and is 
guided by the research questions: What are the experiences of emergency nurses working 
during situations of crowding in emergency departments? What is the significance for 
emergency nurses? Qualitative research, which provides rich description and deep 
understanding, provides the opportunity to explore a given phenomenon in-depth, thus 
enabling others to make sense of a given situation or clinical reality (Grove et al., 2013). This 
qualitative design fits with the aims and purpose of this study, providing critical insight into 
the experiences of emergency nurses caring for patients during situations of crowding in 
EDs. Further, this in-depth approach can generate data that will complement and expand the 
existing knowledge in this area, as indicated in the literature review.  
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A qualitative descriptive approach was selected for this study. This is a research 
method that seeks to uncover the experiences of others within the context of care (Neergaard, 
Olesen, Anderson, & Sondergaard, 2009). Contrary to other qualitative methods commonly 
favored in nursing research, qualitative description is a rich, straight description of an 
experience or an event and does not attempt to develop new theory or apply a highly 
theoretical lens (Grove et al., 2013). For example, ethnography seeks to understand people 
and is useful when social conditions, roles, attitudes, and interpersonal relationships are 
explored “in conjunction with fundamental cultural prescriptions” (Sarantakos, 1993, p. 268). 
Omery (1988) states that most ethnographers believe their main contribution is to the 
development of ‘descriptive theory’ in order to best reflect upon cultural knowledge, 
behaviours, or meanings. While exploring ED nursing and crowding from a cultural lens or 
perspective would have yielded interesting insights, I believed that a qualitative descriptive 
approach was most appropriate due to the lack of existing knowledge of this issue.  
During the planning phases, I also considered grounded theory as another potential 
methodology to guide this research. Grounded theory research, a method favored for its 
contribution to a greater understanding of patient experience in nursing, incorporates both a 
deductive and  inductive research technique used to explain “…how social circumstances 
could account for the interactions, behaviours and experiences of the people being studied” 
(Benoliel, 1996, p. 413). Grounded theory facilitates the move from research that provides a 
description of what is happening to the development of a substantive theory that articulates 
an understanding of social processes (Corbin & Strauss, 2008). Grounded theory has a varied 
and evolving theoretical foundation and is underpinned by complex coding and analytical 
techniques. While the opportunity to build a theory around emergency nurses’ experiences of 
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crowding in EDs was attractive to me, I recognized that the philosophical and practical 
aspects of grounded theory would be challenging and time intensive for a beginner 
researcher. Furthermore, I wanted to remain as close to the data as possible. Therefore, this 
qualitative method was the chosen methodology to best answer the research questions of this 
study.  
Qualitative description is underpinned by the principles of naturalistic inquiry, a 
simple orientation to inquiry that involves a commitment to studying a concept in its natural 
state (Lincoln & Guba, 1985). Specifically, naturalistic inquiry does not involve a pre-
selection of variables, there is no manipulation of variables, and is not committed to a 
theoretical view of a selected phenomenon (Sandelowski, 2000). Qualitative description is 
neither a thick description (ethnography) nor theory development (grounded theory) and 
involves low-interference interpretation, meaning that the focus always remains on the 
experiences of the participants. Qualitative description is of benefit to the nursing profession 
as it enables one to gain insight into areas of relevance to practitioners, decision makers, and 
health care policy makers.   
I chose a qualitative descriptive design because it aligns with my philosophical 
beliefs and allows me to stay closer to the data in such a way that the experiences of 
emergency nurses are not lost in any attempt to over-analyze or over-theorize the emerging 
data. It is recognized that there is no one true reality, and with that comes multiple 
experiences and perspectives that exist (Streubert & Carpenter, 2011). The final product of 
qualitative description is a dense description of the participants’ experiences in a language 
similar to the participants’ own language (Neergaard et al., 2009). It is my belief that this 
will allow the findings to be more recognizable to the participants and may translate into 
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practice more easily since it remains close to the language and experiences of those within 
the research context. 
As with any method, limitations exist. Qualitative description can be criticized for not 
being theory-based, however, it can be argued that by not being overloaded by pre-existing 
theoretical or philosophical commitments provides the opportunity to explore experiences 
through fresh eyes and can lead to new insights and understandings (Sandelowski, 2000). 
Additionally, other criticisms have suggested that qualitative description is less robust or 
sophisticated (Streubert & Carpenter, 2011). However, by immersing oneself within the data, 
the researcher is able to stay close to the essence of the phenomena and may be less likely to 
become removed from when undertaking more abstract or theoretical forms or analysis 
(Sandelowski, 2000). The purpose of this study was to describe the experiences of 
emergency nurses and this qualitative method is in alignment with the philosophical position 
of the researcher and the objectives and purpose of the study.  
Setting and Sample 
Polit and Beck (2008) contend that “the critical first step in qualitative sampling is 
selecting a setting with a high potential for information richness” (p. 354). The setting 
selected for this study was northern British Columbia. Heath care services in this large 
geographical region are delivered by the Northern Health Authority and are further divided 
into three Health Service Delivery Areas: Northeast, Northern Interior, and Northwest. To 
illustrate a better understanding of nursing in a more rural versus busy urban setting, a 
hospital and emergency department within each of the three regions was included in this 
study (See Figure 2). Within the Northwest region, emergency nurses working in the ED at 
Mills Memorial Hospital in Terrace, BC were sampled. Within the Northern Interior region, 
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Mills Memorial Hospital is a 44 bed acute care facility serving Terrace, BC and its 
surrounding area. Serving a community of over 19,000, Mills Memorial Hospital is open 
24/7 and receives an average of 24,700 ED visits per year (Northern Health, 2017). The Fort 
St. John and Peace Villa Hospital is a new 55 bed hospital serving the local population 
of Fort St. John, BC and a catchment area of 19,000. The ED attends an average of 22,000 
visits per year (Northern Health, 2017). UHNBC serves the local community of Prince 
George, BC, a city with a population of approximately 77,000 that is known as the northern 
capital of BC (Northern Health, 2017). The ED sees a total of approximately 48,000 patients 
per year (approximately 90 visits per day), in addition to being the referral centre for the 
north and a level III designated trauma centre (Northern Health, 2017). The diverse settings 
serviced by these three EDs provide both an urban and rural perspective of emergency 
nursing in northern BC and provide insights into patient flow in other related healthcare 
settings within the region. 
For this study, a purposive sampling approach was utilized in order to obtain a specific 
target population of emergency nurses. Purposive sampling enabled the selection of 
information-rich cases in order to provide the greatest understanding of the research purpose 
(Grove et al., 2013). The target population for this study was emergency nurses in northern 
BC registered with the College of Registered Nurses of British Columbia who:  
 had at least 2 years of nursing experience 
 had some post-basic nursing education related to emergency nursing 
 participated in direct patient care  
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Having a solid nursing foundation provides a basis for recognizing clinical deterioration or 
changes in health status of patients, which is developed over time through experience. 
Therefore, the importance of having nursing experience before entering into a critical care 
specialty such as emergency nursing is a requirement of many hospitals and health care 
institutions due to the complex patient presentations and unknown diagnoses of patients 
presenting to EDs. In addition to nursing experience, the emergency nursing specialty 
requires post-basic nursing education related to emergency nursing in the form of 
certification courses such as Advanced Cardiac Life Support (ACLS) and the Trauma 
Nursing Core Course (TNCC), which standardize the core level of knowledge needed and 
expected in implementing emergency nursing care (Emergency Nurses Association, 2006). 
Recruitment 
Recruiting participants was crucial to the success of this study. Patient care managers 
from each of the three participating hospitals each provided written e-mail consent to 
participate and support this study. Communication with each manager and the Northern 
Health Research Review Committee were used to help implement strategies to increase 
participation. Trust was established by demonstrating transparency of methods, securing 
confidential information, and ensuring privacy and confidentiality throughout the research 
process. 
Emergency nurses were recruited for this study utilizing e-mail communication. 
Invitation e-mails were sent to the patient care managers, who had agreed to distribute 
further e-mails to prospective participants. The e-mail invitations provided information about 
the study, my intentions of recruiting emergency nurses for this study, and consent to have 
information e-mails distributed to emergency nurses (See Appendix C and D). All eligible 
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emergency nurses were then contacted via e-mail through their patient care manager’s ED 
employee list. The e-mails included more detailed information about the study, a description 
of the interview process, and contact information for any nurses who had questions or 
interest in participating in the study. Two follow-up e-mails were sent to all emergency 
nurses encouraging their participation in the study, each one a month following the last (See 
Appendix E). A final e-mail was sent to participants at the end of the study thanking 
participants for their time and input.  A total of 14 emergency nurses volunteered to 
participate in this study, an adequate sample size for qualitative research. All were accepted 
as participants. 
Data Collection 
Data collection in qualitative description involves discovering the who, what, and 
why of events or experiences (Sandelowski, 2000). The primary data collection technique for 
this study was in-depth interviewing. Each participant was individually interviewed via 
telephone or in person, with interviews lasting between 45 and 120 minutes in duration, with 
a mean interview lasting approximately 60 minutes in duration. I chose to interview each 
participant individually rather than use focus groups as I was interested in the individual 
experiences of each participant and I felt that such sharing of information may not occur in a 
group setting. Once emergency nurses contacted me via e-mail with their interest in 
participating in this study and any questions or clarification was provided, interviews were 
pre-arranged at a set time that was most convenient for the interviewee. Telephone or in-
person interviews were offered and preference given to participant choice. For in-person 
interviews, a private, quiet space was chosen at each participant’s discretion in order to 
complete the interview process free from distraction. A digital recording device was present 
to record all interviews and notes were written during and after the interview process in order 
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to provide a comprehensive understanding of each participant’s experiences. Practice 
interviews were undertaken months prior to data collection in order to review the research 
process, refine interview questions, and to develop interviewing skills.  
At each interview, the research project was discussed and participants had the 
opportunity to ask questions or raise concerns. Once the participant was comfortable with 
proceeding, consent was obtained. In order to maintain confidentiality, each participant was 
assigned a lettered coded identity and all participants remained anonymous in any transcript 
or report. Interviews started with a short demographic questionnaire that asked six questions: 
gender, age, marital status, highest level of completed nursing education, years worked as a 
registered nurse, and years worked as an emergency nurse. Information from this section 
provided insight into the diversity of the sample population.  
In the interview process, the researcher has the power to shape the interview agenda 
while the participant has the power to choose the type of response to provide. Listening more 
and talking less are key principles to a successful interview (Grove et al., 2013). For this 
study, each interview was guided by open-ended questions. Open-ended questions act as 
prompts to stimulate responses, while giving participants the freedom to effectively respond 
(Rubin & Rubin, 2012). Guiding questions ensured all of the concepts were explored. 
Examples of guiding questions are included in Appendix F and were used to facilitate 
discussion. As the interviewer, I employed proper etiquette: I did not agree or disagree with 
statements provided by participants; rather, I sought to listen without judgement. If a 
participant was thinking, I remained quiet and allowed for a response. Probing questions 
were required at times in order to clarify participant responses or to explore concepts in 
further detail. Probing questions are non-threatening but thought-provoking in nature (Rubin 
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& Rubin, 2012). Examples were also asked of participants to allow further exploration of 
specific concepts from a personal perspective.  
During the development of interview questions and throughout the interview process, 
it was recognized that crowding situations could be perceived as inherently negative. 
Following discussions with my supervisor and committee, I became more attuned to this and 
was cautious to ask questions that could capture both positive and negative experiences. If 
the interview tone or a specific set of questions was eliciting a more negative response, I 
attempted to move away from this perspective by asking a positive question or clarifying a 
statement in a more positive light. Examples of positive questions or statements that I 
incorporated included: “You just described for me a situation that was very stressful or 
upsetting for you. What would be a positive that you could pull from that situation?” or 
“What are your strengths during situations when it is crowded or when you feel 
overwhelmed?” or “Tell me about a situation that occurred when it was crowded where you 
felt fulfilled or that you accomplished something positive?” I constantly kept myself aware 
of where the participant experiences were leading to, and attempted to capture both positive 
and negative experiences at all times. I also dedicated a considerable amount of time 
journaling through this process in order to remain open about my personal connection to the 
situation.  
Data collection occurred over 14 weeks from June 14, 2016 to September 26, 2016. 
Saturation of data occurred as no new information was shared during interviewing. Once 
interviews commenced, all data remained confidential and was only shared with those 
directly involved in the research process. Interviews were transcribed solely by me, the 
principle researcher, by typing out the data while listening to the recorded interviews. 
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Following this, interview data was transferred to a password encrypted USB flash drive and 
all notes taken were stored securely, and were only accessible by me and my supervisory 
committee. Following completion of the study and dissemination of findings, the data will be 
kept securely for five years and will then be destroyed. 
Data Analysis 
As with most qualitative methods, data analysis occurs in rhythm with data 
collection. Researchers must become immersed in the data, identifying and extracting 
important themes (Whittemore & Knafl, 2005). A descriptive and thematic analysis is the 
analysis strategy of choice for qualitative descriptive studies. This strategy aims to 
summarize the informational contents of the data; as the researcher collects data through 
interviews, observation, and notes, coding begins. “Coding entails line by line examination 
of the data to identify concepts, and conceptualize underlying patterns” (Streubert & 
Carpenter, 2011, p. 134). This type of close, detailed analysis of the data is called open 
coding and is used as a guide to theme development, principally as a means of understanding 
patterns or regularities in the data (Sandelowski, 2000). Additionally, the code can be a word 
or phrase taken from the data, referred to as ‘in vivo’ coding (Streubert & Carpenter, 2011). 
Both open and ‘in vivo’ coding were used during data analysis of this study.  
In order to make data storage and retrieval a more efficient process, each interview 
was transcribed for accuracy. The transcription process was completed myself without 
further assistance from a transcriptionist. As a beginner researcher, reading each interview 
transcript several times over assisted me in identifying concepts and themes reflected in the 
data. Coding was completed manually; highlighters and coloured pens were used to circle or 
underline words and text that I felt captured key thoughts and concepts. Following this step, 
words or text that was circled or underlined were placed in a column to the right of the 
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interview data. Word repetition or key-words-in-context were word-based techniques used to 
assist in the coding process. These techniques involved identifying key words and then 
searching the entire interview data in order to identify all instances of the word, phrase, or 
situation. Notes were also written about potential themes, which assisted in the coding 
process. From there, maps were drawn out on a large white erase board in order to visually 
assist in sorting out the important words and phrases. Themes were then generated during 
this process, with the identification of major themes. I worked directly with my supervisor 
throughout this process in order to ensure the accuracy of the analysis and undertook 
reflexive journaling to help me explore my own preconceived ideas and assumptions 
emerging from the analysis. Throughout this process, I repeatedly returned to the transcripts 
to check the emerging analytical data. Participant responses were placed into these categories 
and some responses were found to fall into more than one theme. Subthemes were then also 
created from each theme based on results and how common they were.  
Rigour in Qualitative Description 
Qualitative research requires attention to trustworthiness. Rigour is defined as 
striving for excellence or the truth in research through careful discipline and adherence to 
detail (Grove et al., 2013). I sought to maintain rigour at each stage of the research process; 
there was thoroughness in collecting data, a consideration of all data in the analyses process, 
and a self-understanding from myself, the researcher. Lincoln and Guba (1985) describe the 
trustworthiness of a study as being important to evaluating its worth and involve establishing 
credibility, transferability, dependability, and confirmability.  
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Credibility. Credibility ensures that the study’s results are truthful and participant-
based. It is recognized that the researcher has not defined in advance what the findings will 
be (Lincoln & Guba, 1985). I addressed this by acknowledging my own values, thoughts, and 
feelings throughout this research process in conjunction with constant reflection and 
reflexivity. This ensured that I did not construct findings based on my preconceived beliefs 
or the personally negative experiences that originally drew me to this focus of research. I also 
sought feedback and guidance from my supervisor throughout the data analysis phase.  
Transferability. Transferability is the ability to transfer findings to other contexts or 
settings (Lincoln & Guba, 1985). I believe the sample of emergency nurses chosen for this 
study is an adequate representation of emergency nursing in northern British Columbia. To 
maximize avenues for transferability, I provided a thick description of the context of the 
research and discussed the study with reference to the wider body of literature in the field.  
Dependability. Dependability is the study’s ability to generate similar findings if 
replicated with the same subjects under the same circumstances (Lincoln & Guba, 1985). I 
addressed this by being consistent in my approach to data collection and interviewing. I used 
the same guiding questions and approach throughout the interview process. When 
interviewing participants individually, I created similar environments for each interview (See 
Appendix F). 
Confirmability. Confirmability refers to keeping the research procedures and results 
free from bias (Lincoln & Guba, 1985). I addressed this by following the guiding principles 
of the qualitative descriptive research process. In particular, I provided a comprehensive 
description of the events and experiences of emergency nurses. I undertook participant 
checking intermittently during data analysis to refine and verify analysis with participants. I 
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accomplished this by allowing participants the ability to read over their transcribed 
interviews and enabled participants the opportunity to add any further information that they 
deemed to be important to the study. Two participants requested this specifically. Further, I 
engaged in ongoing reflexivity to address and recognize any preconceived ideas or 
experiences that may have impacted upon the data analysis process. 
Situating self through reflexivity. Reflexivity is the process of critically reflecting 
on oneself while being aware of how one’s personal values can affect data collection and 
analysis (Polit & Beck, 2008). This process establishes the researcher’s awareness of 
themselves while also describing the struggle between being the researcher and becoming a 
member of the culture (Grove et al., 2013). This is a concept that at times was challenging 
for me as I am an emergency nurse researching emergency nursing. I have already 
constructed biases and opinions that I was very self-aware of and worked tirelessly to not let 
cloud the research process. During this research process I stepped away from my role as an 
emergency nurse in order to best avoid any ethical dilemmas and to gain distance in order to 
minimize any potential conflict in researcher-participant roles. However, qualitative research 
recognizes that the subjectivity of the researcher is intimately involved in the research itself; 
the researcher is encouraged to reflect on the values and objectives he brings to his research 
and how this can ultimately affect the research itself (Ratner, 2002). Therefore, I kept a 
journal throughout this process as a way of clarifying my thoughts and addressing any hidden 
biases. 
In my struggles to make sense of my role as a researcher, I made the decision to 
include some of my reflective journal entries within this study as a bridge to explain the 
relationship between the research process and my own growth as a researcher. Figure 3 
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provides an example of my thesis journal entries as I reflect on my thoughts concerning what 
is driving my passion for this project. 
 
 
 
Figure 3. Journal entry #1. 
 
 
 
Ethical Considerations 
 The Research Ethics Board from the University of Northern BC on January 21, 2016 
and the Northern Health Research Review Committee provided operational approval on 
March 3, 2016 respectively. Participants were aware that participation was voluntary, and 
failure to participate was without consequence. Informed consent was obtained from all 
participants. 
 The Tri-Council Policy Statements (TCPS2) core principles were maintained 
throughout the research process: (a) respect for persons, (b) concern for welfare, and (c) 
“…Because. Because this will be my avenue for disclosing my thoughts, feelings 
and frustrations regarding this process. Because this process is completely new, entirely 
frightening and my previous experiences could affect this journey. I am an emergency 
nurse, always have been and forever will be. I have lived through the experiences of 
being overworked when it is overcrowded. I have worked those twelve hour shifts where 
you lose yourself in attempting to give more, and more, and more. The blisters from 
running, the abdominal pain from forgetting to urinate, the dirty hair that is full of spit 
from that patient who was too delirious to know any different. It is time to tell the truth, 
to be brutally honest about the glamour of emergency nursing. And how am I going to do 
this?   
I feel very uncertain talking about the issue of overcrowding. How will others 
react to the ways in which I will portray these situations? Will negativity influence my 
audience, my platform, my voice? Will the results impact emergency nursing positively? 
The process of the unknown has begun…” 
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justice (Canadian Institutes of Health Research & Natural Sciences and Engineering 
Research Council of Canada Social Sciences and Humanities Research Council of Canada, 
2014). Throughout the research process, human rights were maintained. Participation was 
voluntary and devoid of coercion or intimidation, which preserved participants’ rights to self-
determination. Participants’ rights to autonomy, privacy, and confidentiality were upheld by 
establishing a coded identity for each participant and by ensuring that all data collected was 
stored in a locked area on University campus that was only be accessible to the student 
researcher and the supervisory committee. Right to fair treatment was validated; all 
participants were treated equally and made aware of their role in the study. The benefits of 
conducting this study outnumbered the risks, as the risks were assumed to be minimal.  
 The research conducted had the potential for possible psychological/emotional risk 
due to the sharing of personal experiences during interviewing. Participants were asked to 
describe their experiences of working during situations of crowding in the EDs where they 
are currently employed. Participants were able to share as much or as little information as 
they chose to during interviewing. In order to address the risks of evoking unpleasant 
experiences or memories, participants were provided with resource information for their 
respective communities, including their Workplace Health and Safety contact or Intersect for 
further counseling services as per their employment contract at Northern Health Authority, if 
warranted. Additional information about counseling resources outside of their employer was 
also provided and included the Northern BC Crisis Centre and the UNBC Community Care 
Centre. The social risk of participation in this study was minimal. All interview information 
was anonymous and all results were confidential.  
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 There was minimal chance of identifying interview participants unless the interview 
participant disclosed this information themselves. No personally identifiable information was 
associated with participants’ responses; each participant was assigned a lettered coded 
identity and all participants remained anonymous in any transcript or report. The hospitals 
were de-identified prior to analysis. Patient care managers and the Northern Health Authority 
were unaware of who participated or did not participate unless the participant themselves 
disclosed this information. Participants were aware that their participation or lack of 
participation in this study would not affect their employment or the delivery of patient care 
an emergency nurse provides. Finally, demographic information such as gender, age, and 
marital status were collected and all information was also de-identified. 
 Given the interconnectedness of the small communities that we live and work in, it is 
possible that potential conflicts or multiple roles may exist. A perceived conflict of interest 
may have occurred as some participants were from one emergency department where the 
student researcher currently works as a staff nurse. The student researcher disclosed that she 
is a Northern Health Authority employee and works at the University Hospital of Northern 
BC (UHNBC) in all documentation. This potential conflict was addressed in the following 
ways: (a) multiple EDs in northern BC were included in this study, with the participation of 
emergency nurses from departments not associated with the student researcher, (b) temporary 
withdrawal from working occurred during the data collection and analysis processes, (c) the 
student researcher maintained clear boundaries in this research role and ensured that 
confidentiality was maximized. Participation in the study was not acknowledged in any 
situation outside of the research study and I clearly identified myself as a researcher within 
all interactions, and (d) my supervisor was the first point of contact during recruitment, 
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further reducing any potential conflict. The following section will present the results of this 
study. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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Chapter 4: Results 
In this study, 14 emergency nurses from three EDs participated in semi-structured 
interviews to explore their experiences of working during situations of crowding in EDs 
within northern BC. A qualitative descriptive analysis of the data revealed that overall, 
emergency nurses in this study described crowding as occurring on a consistent and regular 
basis and that this had both negative and positive impacts upon their professional and 
personal lives. The Canadian Association of Emergency Physicians and the National 
Emergency Nurses Affiliation (2001) define patient crowding in EDs to be a situation 
whereby the demand for service exceeds the ability to provide care within a reasonable 
amount of time, causing the inability of physicians and nurses to provide quality care. This 
definition was consistent with participants’ understanding of this situation. From the analysis 
it became clear that crowding in EDs is an extremely complex concept with equally complex 
effects.  
Following an analysis of the qualitative data, five major themes were identified: (1) 
the challenges of the ED environment, (2) the impacts of the environment on practice, (3) 
professional impacts, (4) the impacts on person, and (5) teamwork: the silver lining. In 
addition to major themes, 12 subthemes were also identified. These are summarized in Table 
2.  
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Table 2  
Themes and Subthemes. 
 
Theme 
 
Subtheme 
Challenges of the ED Environment Lack of Space 
Heightened Noise Levels 
Lack of Privacy 
Impacts of the Environment on Practice Caring for Patients 
Safety 
Staffing Concerns 
Professional Impacts Job Satisfaction 
Professional Expectations 
Becoming Task Oriented 
Impacts on Person Taking it Home with You 
Emotional Factors 
Physical Factors 
Teamwork: The Silver Lining 
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This chapter will now provide an overview of the study results. 
Demographics 
 To define the key characteristics of the sample, interviews started with the collection 
of demographic information using a short questionnaire. Participants were asked six 
questions to determine: gender, age, marital status, highest level of completed nursing 
education, years worked as a registered nurse, and years worked as an emergency nurse. 
Demographic information provides a means for defining the study sample and for identifying 
any characteristics that may further provide insight into emergency nurses’ experiences and 
perceptions of working during situations of crowding. A summary of the demographic 
characteristics of the participants are outlined in Table 3. 
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Table 3 
Demographic Characteristics. 
 
Characteristics 
 
Results 
 
Gender 
 
Male = 3 
Female = 11 
 
 
Age Range 
 
20-29 years = 2 
30-35 years = 4 
36-40 years = 2 
41-45 years = 3 
46-50 years = none 
51-60 years = 3 
Mean Age Range = 30-35 years 
 
 
Marital Status 
 
Single = 5 
Married = 6 
Other  = 3 
 
 
Highest Level of Completed  
Nursing Education 
 
Diploma = 3 
Bachelor of Science in Nursing = 11 
ER Specific Training (such as ACLS, TNCC) = 
       all participants had such certificates 
Post Degree Certification = none 
Masters or higher = none 
 
 
Years Worked as a Registered Nurse 
 
2-5 years = 5 
6-10 years = 3 
11-15 years = 2   
16-20 years = 1 
Over 20 years = 3  
Mean Years Worked = 12.7 
 
 
Years Worked as an Emergency Nurse 
 
2-5 years = 6 
6-10 years = 5 
11-15 years = 1   
16-20 years = none 
Over 20 years = 2 
Mean Years Worked = 8.5 
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 Of the 14 registered nurses that participated in this study, 11 participants were female 
and three participants were male, ranging in age from 23 to 58 years old, with the mean age 
of participants being between the ages of 30 to 35 years. Nurses in this sample had between 2 
and 35 years of total nursing experience, with a mean of 12.7 years. The total years of 
emergency nursing experience varied from 1 to 27 years, with a mean of 8.5 years. At the 
time of interviews, all nurses were employed in emergency departments in northern BC.  
Challenges of the Emergency Department Environment 
During the interviews, emergency nurses were asked to describe the nature of the ED 
environment during situations of crowding and how this impacted upon their nursing 
practices. Situations of crowding were consistently defined by the participants as being a 
period of time whereby an increased demand for service was felt to inhibit the ability to 
provide care within a reasonable amount of time and in an appropriate environment. During 
situations of crowding, emergency nurses described how they felt that their ability to provide 
quality care, or keep up with the required care demands, was compromised. Situations of 
crowding were described by participants as occurring almost daily in their EDs, yet these 
periods of time were never consistent and always changed day-by-day, hour-by-hour, and 
minute-by-minute. Participants recognized that crowding was not a constant state in the ED 
and that experiences of crowding in itself were highly variable. During the interviews, 
participants described situations of crowding as involving various factors: a department that 
is full of admitted patients awaiting inpatient beds resulting in limited space or private areas 
to assess incoming emergency patients, a critical incident or trauma requiring multiple nurses 
to assist, a waiting room that has patients who are waiting longer than average wait times to 
be seen by a health care team member, and hallways that are being utilized as assessment and 
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treatment areas, in addition to increased patient and workloads for nurses. Again, the factors 
that define situations of crowding are also specific to each ED; the capacity of Mills 
Memorial Hospital is significantly smaller than that of UHNBC, with a decreased number of 
staff on shift in comparison. As a result, a situation of crowding was also described as 
occurring when you are the only available emergency nurse and you have six patients all 
requiring treatments simultaneously or when you are working as the triage nurse in the larger 
centre and you are responsible for all 40 patients currently in the waiting room awaiting 
assessment. Through this analysis, the ED context gave rise to varied experiences with 
respect to situations and perceptions of crowding. 
In order to explore these contextual factors, interview questions asked of participants 
in relation to their working environment included: (1) Describe for me your experiences 
working when your department is not crowded with patients, and (2) Describe for me your 
experiences working when your department is crowded with patients. These questions 
opened up discussion and dialogue related to their ED environments, with participants 
providing descriptions of a chaotic and high stress environment during situations of 
crowding. During the interviews, numerous challenges were identified by participants with 
respect to crowding. Most frequent challenges included a lack of space, heightened noise 
levels, and a lack of privacy in relation to the ED environment during situations of crowding.  
Lack of space. A concern voiced by many participants during the interviews was the 
consistent lack of available physical space to provide care in their EDs when situations of 
crowding were occurring. Participants reported that there were never enough stretchers or 
private assessment areas to accommodate every patient that presents when patient volumes 
are increased beyond a manageable level for emergency nurses, other staff, and the ED. 
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Participants described how patients were assessed and treated in chairs, hallways, and other 
less than desirable areas, with admitted patients being held in ED beds while awaiting 
transfer to an inpatient unit, thus blocking use of such areas for new emergency patients. As 
one nurse stated, “You have very limited beds in the department due to crowding, therefore 
you have all the weight of the waiting room on your shoulders. You have to pick the person 
that is probably going to die to take that one available bed in the department.” For most 
participants, the triage and waiting area became an extension of the ED, with ‘hallway 
nursing’ becoming an accepted and normalized process for care delivery. Participants in the 
study explained hallway nursing as occurring when the inflow of patients exceeded the 
outflow for an extended period of time. They identified that this resulted in patients being 
placed in hallways in order to continue to provide some form of emergency care and to keep 
some type of flow continuing. One of the nurses explained: 
Triage becomes the new emergency department. Emergency becomes a ward, the 
triage hallway becomes the department, and the triage assessment bays become a 
cycling unit to assess patients in. People have seizures and heart attacks and strokes 
in the hallway. People threaten and abuse you and demand precedence on a whole 
new level because everyone’s mood and anxiety heightens. And the environment 
becomes unsafe because you have one nurse at triage accountable for everything. 
 
For many participants, this extended ED environment was a venue whereby patients would 
wait for excessive amounts of time. Another participant described: 
We have no beds for patients so they get put in the hallway where they sit for hours. 
They are assessed in the hallway, treated in the hallway. We are starting IV’s, giving 
medications, we do it all in the hallway.  
 
For these emergency nurses, it was felt that hallway nursing has become normalized in their 
departments, and described by some participants as being the new reality of emergency 
nursing. Hallway nursing was also reported by participants as affecting other healthcare 
providers in EDs, including physicians. As one nurse stated: 
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I have never had a problem working with any of our physicians. I think that they are 
just as frustrated as we are in that they have no space to even see patients. They don’t 
want to be a doctor in the hallway. That goes both ways, not just for emergency 
doctors but for patients that are in the hallway, admitted in the hallway. 
 
Despite these accounts of patients, physicians, and emergency nurses reporting 
dislike with hallway care, some participants also identified that this was at times 
unavoidable. For these participants, the limited number of hospital beds was identified as 
being a key factor that restricted the transfer of patients to an appropriate ward or unit. As 
one nurse reported:  
The department is not big enough to meet the needs of our community. The hospital 
does not have enough beds to support the number of hospital admissions that we see 
on a daily basis. There are not enough services available to those in need, those with 
chronic diseases…overcrowding is a system issue, not just an emergency department 
problem. 
 
Another nurse explained how infections/superbugs, along with these environmental and 
space constraints, have become more prevalent, often leading to a large number of 
admissions to the ED. One participant commented: 
People are getting sicker and with super bugs around and with people not having the 
insight to take care of themselves, with the issue of obesity and problems with drugs 
and alcohol…the hospital in general is too small to meet these needs. 
 
Infection control issues were reported by many participants as a factor that makes placing 
admitted patients in appropriate beds on the floors additionally challenging. As one nurse 
reported:  
Another issue with overcrowding is infection control. The issue of people being 
MRSA+ or VRE+ prevents patients from going upstairs to a ward bed once admitted. 
And I don’t know who created that isolation plan but I think that they forget that all 
of these people walk around in the community and use public washrooms and sit in 
our triage waiting area without being isolated. This contributes to crowding in the 
emergency department because these patients are stuck in the department for much 
longer simply because they have bugs. 
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Limited hospital beds for admitted patients and infection control issues were just some of the 
factors that resulted in a lack of available space in EDs, making working during situations of 
crowding challenging for emergency nurses.  
Heightened noise levels. During situations of crowding, emergency nurses described 
the ED as becoming loud, busy, and chaotic. For many, this chaotic environment created 
challenges and some participants identified that the chaotic and noisy nature of the 
environment made practicing challenging, as distractions and interruptions became a 
perceived barrier to safe practice. One nurse stated, “It’s horrible. It’s loud. There is a lot 
going on and it becomes dangerous… and because of that it is frustrating as a nurse.” 
Another nurse described this environment further stating, “It is crazy. It’s hectic. It’s 
overwhelming. Everyone is stressed out. It’s not fun. It is the exact opposite of what 
emergency nursing should be. I feel that I am not able to do my job effectively.” An increase 
in patient volumes results in an increase in nursing tasks, creating a ‘busyness’ that 
contributes to the overly loud environment. Nurses are assessing patients, communicating 
with physicians, talking with family members, problem solving alarming equipment, 
answering call lights and overall, attempting to keep noise levels to a minimum. However, 
EDs operate 24 hours a day, seven days a week; participants reported that there was very 
little down time during the night, or quiet time during the day in their departments. For many 
participants, this left them feeling overwhelmed. 
Many participants identified that they perceived the chaos of the ED environment to 
have an impact upon the health and well-being of their patients, in particular, for those 
receiving emergency care as the result of a traumatic or serious event. One nurse described 
her concerns as follows: 
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You can’t encourage wellness in a place where it is simply chaos. Patients are not 
going to recover and get well…The amount of time patients stay in emergency once 
admitted needs to decrease. You can’t have people living in the emergency 
department for 200+ hours. It is just unrealistic and not safe. It’s like trying to sleep 
in a casino. How is anybody expected to get well when the lights are on, people are 
talking, the monitors are going off, people are shouting, people are cursing. How do 
you recover from an MI in a casino environment? 
 
These observations illustrated how EDs can be perceived as a concerning environment for 
many patients, and some participants reported that this environment was also seen as 
contributing to having a negative impact for other groups of patients, such as the elderly, 
patients who have neurological conditions such as dementia, and psychiatric patients. As one 
nurse stated: 
It is always loud no matter what time of the day. The lights are always on; alarms are 
always going off. For that old demented man, how is he supposed to get better? He 
will only get worse in an emergency department. He will sundown, get increasingly 
agitated, probably fall out of bed, break a hip, and then what?  
 
As a result, many participants stressed that the loud, chaotic environment of the ED was not 
an appropriate environment to encourage wellness for a patient requiring inpatient care. 
Lack of privacy. Consistent with the participants’ descriptions of this expanded ED 
environment, participants described how the ED setting was full with patients in various 
areas and corners of their departments and that beds were frequently limited, if available at 
all. During the interviews, many participants explained how this impacted upon private and 
confidential areas to assess and treat patients. As a result, during situations of crowding, it 
was felt by participants that there is a lack of privacy for patients, especially with hallway 
nursing. As one nurse described, “It is hell. You have admitted patients in hallways that don’t 
even have a bed to lie on. You are trying to assess someone, say listen to their abdomen, with 
no privacy.” Simply put, a lack of space was described by participants as resulting in a lack 
of privacy. As another nurse reported, “It feels awful. You have patients in hallways, lying 
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beside a linen cart under a bright light. You know that they are not getting the sleep or 
privacy or the care that they deserve. It can be embarrassing.”  
 Participants voiced concern with failing to maintain privacy for their patients. It was 
felt by some participants that maintaining privacy was integral to maintaining patient dignity 
and respect, and failing to maintain this can result in patient neglect and failure to promote 
positive health outcomes. As one nurse explained:  
There is no privacy in emergency at the best of times. And now there is no privacy at 
all… You always find yourself saying, “I’m your nurse now but things could change” 
or “Due to the bed situation we could end up moving you to other areas of the 
department, like the hallway”...  
 
Even though participants described the challenges of providing care during situations of 
crowding, participants described how they sought to provide the best possible care to their 
patients where possible. The challenges of the working ED environment during situations of 
crowding did not stop participants from attempting to provide the best patient care possible, 
despite the chaos. 
Impacts of the Environment on Practice 
In the interviews, emergency nurses described the impacts of working in the ED 
during situations of crowding at length. Such consequences were described as directly 
influencing one’s practice.  Limitations in caring for patients, safety, and staffing concerns 
were all issues voiced by participants in relation to the impact of the ED environment on 
emergency nursing practice when situations of crowding were actively occurring. 
Caring for patients. Many participants described their working environments when 
crowding was not of issue as being positive, whereby patients are able to receive proper care, 
are provided with the care they deserve, dignity is maintained, and where nurses have the 
time to be thorough and consistent. However, during situations of crowding, all of the 
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participants described that they felt that their patient care was compromised. For example, 
one nurse stated: 
People don’t get washed, beds don’t get changed, and medications are given late. 
Errors can be made with medication administration, whether it is dosing or the type 
of drug or the patient that got the drug. Patients are not getting up to the wards in a 
timely fashion. Patients aren’t getting properly assessed for 6 hours into a shift 
because the acuity of the other patients that are there take priority. The patients that 
are in that acute, critical phase aren’t necessarily getting the best care either because 
you are overwhelmed by the amount of patients that you have and the amount of 
tasks that you still have to do all while you are looking after a 1:1 ICU patient and 
your assignment still remains 1:6. 
 
Likewise, another nurse described: 
Overcrowding significantly impacts how nurses care for people because they are 
constantly pushed to the limit and are stretched so thin that things that may not have 
been missed before now get missed. Little things can turn into big things or people 
get even sicker. It is sad.  
 
With patient care felt to be compromised during situations of crowding, some 
participants described an environment whereby there is an illusion of quality care being 
provided, when in reality that is not the case. As one nurse described: 
When your patient load is overwhelming and these people are all very sick with 
unknown diagnosis or issues, the quality of patient care is diminished. You don’t 
have time to care for people in a truly compassionate or holistic way.  
 
Many participants felt that even basic patient care was also a challenge during situations of 
crowding. One participant provided her perspective, stating, “I still love basic nursing, but 
my frustrations are getting worse. It is getting harder and harder to provide that basic nursing 
care.” Failure to provide basic nursing care, or hands on care, was described by many 
participants as being a consequence of situations of crowding and an increased workload. 
This was perceived to result in the depersonalization of caring and a caring environment. 
Some participants not only expressed frustration over not feeling as if basic nursing care was 
being provided to patients, but also expressed personal conflict relating to their ideals of 
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practice, feeling as if they have not helped or made a positive difference is patients’ lives 
because of situations of crowding. As one nurse reported, “When it is crowded…It takes the 
caring aspect out of patient care. You simply get the job or tasks done. There is no helping or 
difference making going on here.” From this came various descriptions regarding personal 
perspectives of caring. As one participant explained, “You aren’t able to provide that level of 
care that people deserve so you feel like you have failed them.” Another nurse reported: 
I would want everyone to know that the nurse that they are getting on that day is not 
the nurse that I planned to be or the nurse that I want to be. It is the nurse that is. It’s 
incredibly difficult to do our job, and it doesn’t matter how much we get paid or how 
much we can empathize with someone in distress. At the end of the day, there is only 
so much of you to give and the boat can only take in so much water and at some time 
it will sink. And I know that emergency nurses can have a bad reputation for being 
harsh or having a stone cold face or they might avoid certain situations or 
conversations but that isn’t what they want to be doing. They want to be caring and 
empathize and it hurts to not be able to provide those things. But there is just too 
much and we are all just trying to survive the situation.  
 
Most participants described the ongoing dilemma of striving to provide optimal care versus 
the reality of caring for patients in a demanding and frequently crowded ED environment.  
Safety. During situations of ED crowding, many participants felt that quality of care 
was compromised, and that in turn, this impacted upon their perceptions of patient safety. 
Increased workloads, increased risk for errors, and violence were all aspects of patient safety 
expressed by participants as being areas of concern during situations of crowding. 
Participants in this study described how they believed that an increased ED workload, 
along with increased nurse-to-patient ratios, during situations of crowding contributed to a 
perceived unsafe working environment. The majority of participants identified that they 
believed patient care to be compromised during these times as a result. As one nurse 
reported, “The workload, having that many patients and that high level of acuity with no 
extra help, it is unsafe. You are not giving the best care to your patients. That’s when things 
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start to slip through the cracks.” Being or feeling unsafe was a frequently cited concern for 
many participants. For example, one participant described this challenge: 
You get thrown into situations where your nurse to patient ratio far surpasses the 
appropriate ratio and the acuity level has gone through the roof. So now you are 
looking after ICU patients, holding patients and your emergency patients and you are 
expected to provide all of that care in a safe manner. 
 
Another nurse described at length her experiences of working during situations of crowding 
and her concerns about the impact of crowding on patient safety. She described what the 
concept of unsafe meant to her, stating: 
You have six to ten patients as one emergency nurse…out of those patients you have 
three or four holding patients. Quite often the holding patients that are the sickest 
don’t get up to the floors…so you have the sickest holding patients to take care of 
plus emergency patients. 
 
She further described how the impact of an increased patient load directly affected her at 
work, as she constantly felt as if tasks were not being completed in a timely fashion and that 
care was being compromised. She discussed how patient safety and patient care are 
interconnected: if patient care is maintained and standards are met in no way would patient 
safety be compromised. Specifically, she explained that during situations of crowding, “You 
are expected to do things like hourly vital signs and it doesn’t always get done. You have to 
depend on the monitors for alarms or to tell you if something is wrong.”  
 During the interviews, participants described that patients are not properly assessed, 
medication errors are made, and time sensitive treatments are delayed during situations of 
crowding. As one nurse reported, “What stands out for me is patient safety. When it is 
crowded, it becomes dangerous because more errors are made such as with giving 
medications, but even in diagnosing and treating.” Fears regarding making errors were 
reported widely during interviews. Specifically, one participant described a situation where 
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they felt challenged when administering medication to six hallway patients, who are not in an 
assigned area, bed, or private space. This situation would provide no privacy for 
administration and if in a hurry to complete these tasks, an error could easily occur. 
Similarly, another nurse stated, “You are in a panic to prepare multiple medications for 
multiple people, so you don’t label everything properly to save time…and now you’ve made 
an error.” Other errors reported include, as one nurse stated: 
You don’t want to triage someone who simply says that they aren’t feeling well and 
then you find out later that “oh my god, they’ve been having chest pain for the last 
five days” and now they are having a STEMI [ST-Elevation Myocardial Infarction] in 
the waiting room and a code is happening and you simply triaged them as having 
general weakness because you didn’t have time to get the full story. That is scary.  
 
As another nurse emphasized, “It is all about patient care and if we aren’t able to 
provide that then…our environment is obviously not safe.”  
Participants in the study described that they felt that there was a link between a lack 
of patient safety and patient frustration during situations of crowding. Patient frustration was 
described as resulting in some instances as an increased risk of violence. Violence and abuse 
was described interchangeably as occurring towards nurses, other staff, and towards other 
patients and the public also. Some participants shared that they had witnessed a cycle that 
occurred during situations of crowding whereby patients would wait for extended periods of 
time, be treated in hallways or other less than desirable areas, care would be delayed or 
diminished due to increased nursing workloads, and as a result, patients would become 
angry, frustrated, and possibly violent. As one nurse reported: 
Working in a rural emergency department…where nobody has a family doctor, you 
end up with a waiting room of over 40 people sitting, starting at you, yelling at you 
about wait times and there is nothing you can do but take it. 
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As another nurse stated, “What do I enjoy the least? Admitted patients. And having to deal 
with violent, aggressive, abusive, and intoxicated patients.” Therefore, participants described 
an environment that not only is unsafe for patients, but can be unsafe for emergency nurses 
also.  
Staffing concerns. Many participants reported various staffing concerns that 
occurred during situations of crowding. Specifically, working short staffed and working with 
new, inexperienced nurses were challenges that were heightened during situations of 
crowding. Working short staffed, or without an adequate number of emergency nurses to 
meet the needs of increased patient volumes, left many participants feeling overworked and 
overwhelmed. As previously stated, situations of crowding were described as periods of time 
where there is an increase in patient numbers; as a result, participants described that this 
should always result in increased nursing staff to meet such demands. However, this was 
reported as never occurring, resulting in participants working short staffed or in conditions 
that didn’t provide for safe nurse to patient ratios. As one nurse stated, “We are always 
working short staffed and don’t have patient assignments covered. I do get annoyed...” As 
another nurse explained: 
People don’t realize how close we are to an all-out shut down on a regular basis. All 
it takes is one bad car accident on a certain day… on a day when we are short staffed 
or when we only have two emergency nurses for the entire department and it is busy, 
overcrowded and never-ending.  
 
As some participants reported, at times, floor nurses with no critical care experience or 
specialty training are placed in EDs during situations of crowding to assist with patient care 
if no additional emergency nurses are available. However, this was described by some 
participants as not helping to alleviate the concerns related to crowding. These participants 
explained that floor nurses are able to care for the admitted patients awaiting inpatient beds 
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that remain in the ED but were unable to complete tasks, assessments, or treatments for 
emergency patients or provide assistance to emergency nurses in terms of break relief. As 
one nurse described, “They send us helpers, so floor nurses who are not emergency trained. 
We don’t need that, we need trained staff, and we need more emergency nurses.”  
 In addition to working short staffed and being required to meet the needs of increased 
patient volumes during crowding, some participants voiced concern with the number of new, 
inexperienced emergency nurses in their departments, in both the smaller and larger EDs. For 
more experienced nurses, this was described as only adding to one’s already overfull 
workload. As explained by one experienced nurse:  
A lot of the emergency staff are newer. This is a good thing because we need 
emergency nurses but at the same time we have some nurses that are only recently 
out of nursing school so they cannot just walk by and recognize when a patient is just 
about to die. They don’t have that sixth sense and can’t see how the skin gets just a 
little shiny, the change in breathing, they can’t easily recognize that, so when you are 
working beside someone who is brand new, you feel a sense of responsibility for also 
looking out for their patients and watching their patients to help them out and to 
guide them. But when you have your own workload and it’s already overcrowded, it 
can be overwhelming and frustrating and very hard. 
 
Similarly, another nurse reported, “You get stuck in a corner due to the various levels of 
nursing experience from staff in the department. When you are working with a lot of newer 
nurses you really feel like you are working alone and that is a heavy burden to carry.” 
Adding inexperienced staff to an already heavy workload during situations of crowding was 
described by many as adding to an already compromised working environment. 
From a rural perspective, staffing smaller EDs was described by some as proving to 
be an extra challenge. As one nurse described: 
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Working in a small town emergency, crowded can mean so many different things on 
any given day. Crowded could relate to the simple fact that you are the only 
emergency nurse working that day because it seems next to impossible to properly 
staff small town hospitals with qualified nurses.  
 
Another nurse detailed her experiences of working in a smaller ED. She explained that when 
working in a smaller ED every shift is different, with some shifts resulting in no patient 
presentations, and other shifts can have five patients present simultaneously, resulting in a 
situation of crowding, as she is the only nurse to care for all patients at that period of time. 
She described the stress of working alone during situations of crowding, with limited 
resources, stating, “I feel terrified at any given moment… I am always worried that my 
ignorance is going to cause the demise of someone because we don’t have resources such as 
RT’s [respiratory therapists]…” Resources were also described as being the support of other 
nurses, who she stated were either too afraid to come and assist her or were too exhausted to 
want to come in on a day off to help. She further explained that working during situations of 
crowding as a new emergency nurse with limited critical care experience felt dangerous and 
unsafe at times, as her experience level was not adequate to fully recognize or understand 
specific patient presentations. Specifically, she stated that, “The pressure of having that 
responsibility without having any support drives you to want to leave. What if I have some 
terrible outcome…and something awful occurs?”  
Professional Impacts 
In the interviews, participants described various challenges related to working in the 
EDs during situations of crowding.  Job satisfaction, professional expectations, and 
becoming task oriented were all professional impacts voiced by participants resulting from 
situations of crowding.  
 
80 
Job satisfaction. The impact of working during situations of crowding in EDs was 
reported by some participants to negatively affect their views of how they enjoyed their job. 
Decreased job satisfaction was described as resulting from the stressful working conditions, 
of which crowding was a key factor. As described by one nurse: 
I get stressed out, I feel overwhelmed. I don’t have fun and I don’t enjoy my job. That 
leads me to feeling more burnt out and feeling stressed and having much less job 
satisfaction than I would ever want. I like my job and I enjoy it, but over the last 
couple of years when it gets crazy and overcrowded for months at a time, it is not a 
fun place to work. I then start thinking about leaving and going to work in other 
places because I don’t want to get burnt out. I want to be able to have a long career in 
nursing and in this job and I want to be able to do it well while having that job 
satisfaction and consistency that I feel is very lacking in emergency. I find that I leave 
work feeling overwhelmed and overworked and I don’t feel good about myself and 
the job that I have done. That is a very bad feeling.  
 
Specifically, one nurse talked at length about her struggles with her role as an emergency 
nurse during situations of crowding, stating, “When it is crowded and I am overwhelmed I 
hate my job. I don’t feel like I am caring or therapeutic at all. That is sad.” She further 
described how she had always been drawn to emergency nursing due to its fast-paced nature 
and its constantly changing environment, whereby “every day has its own energy and its own 
vibe.” However, her feelings towards working during situations of crowding fail to provide 
her with any sense of accomplishment in her nursing abilities, despite having worked as an 
emergency nurse for over six years. She reported feeling unable to keep up with patient 
loads, the number of tasks needing to be completed, and the amount of requests placed on her 
by other members of the healthcare team. This frustration was only intensified when talking 
with other nursing colleagues who are working in other areas or other departments, stating, “I 
hear about other nurses who spend their night shifts watching movies or knitting. They are 
relaxed, actually enjoy their jobs and have the time to provide patient care. How glamorous! 
It makes me want to go work there instead…” 
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Feelings of frustration over the perceived negative working conditions during 
situations of crowding lead other participants to report thoughts of wanting to quit their jobs 
or nursing altogether. One nurse stated: 
It affects me as a nurse in that I cannot be one. My emotions and anxiety over feeling 
like a complete failure at work or inadequate as a nurse do not enable me to be an 
effective nurse…It is defeating and overwhelming in that this is not what I thought 
nursing would be about. I have thought about quitting on more than one occasion. 
 
Another nurse stated: 
It makes me want to quit my job. I have to really watch myself as when it is really 
bad I find myself saying, even at work, that I hate my job. That isn’t fair. It puts you 
on edge. I am constantly grumpy. I go home and can’t find a positive to say about my 
day. It affects my personal relationships because nobody wants to be around that. I 
would leave the hospital after work and wonder how I was going to continue doing 
this. I had no job satisfaction. It felt awful. 
 
Many participants clearly identified a lack of job satisfaction during situations of crowding. 
These voiced frustrations further describe concerns of unmet professional expectations.  
Professional expectations. For many of the participants in this study, placing value 
on their role as a nurse and meeting professional standards and expectations was reported as 
being important. Professional standards were defined by many participants as not only being 
criteria that must be followed by a regulatory body, but also as related to expectations set in 
nursing school. These were seen as the basis for all nursing care. Many participants felt that 
during situations of crowding, such standards were far from being met. As one nurse 
described: 
It is horrific. You as a nurse are not meeting your professional expectations. For me 
as a nurse, I know that I am not meeting those expectations. Mediocre doesn’t exist in 
my professional career and my expectation of myself is that I must always give 
quality patient care. When I have someone sitting in the waiting room for over 8 
hours, I am not meeting my own professional expectations. When I am with a full 
assignment and I think about those people waiting, I am always feeling bad for them 
as well as bad for my own professionalism. 
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Few participants reported believing that they were unable to meet professional expectations, 
resulting in feelings of guilt towards their role as nurses. Further, this guilt was a personal 
feeling towards oneself that was felt to expand onto one’s feelings related to their role as a 
nurse. One nurse reported:  
You feel guilty as a nurse in that you don’t have the time to be better or to do better. 
When it is overcrowded and you are overwhelmed, you are just getting by. You are 
doing the bare minimum because anything more than that just isn’t possible. You 
internalize that because you are aware that it is happening and you know that you 
should be doing more but you simply cannot. Your idea of what and who you are as a 
nurse never manifests itself. That is frustrating and makes me quite angry at times 
too. 
 
Another component of professional standards and expectations reported by some 
participants as not being adequately met was a feeling that educational opportunities were 
lacking and learning opportunities were limited during situations of crowding. Emergency 
nursing is deemed a speciality in the nursing world (National Emergency Nurses Affiliation, 
2009), and some participants felt that with this title comes expectation to remain up to date 
on professional development and educational opportunities. As many participants explained, 
educational opportunities require funding to cover costs, in addition to extra staff to cover 
time away while attending education opportunities. Such resources may not be available, 
especially considering staffing during situations of crowding was described as not being 
adequately met. As one nurse stated, “If there is not enough staff to cover for those 
educational opportunities then how do nurses get educated?” 
Some participants also voiced frustration regarding a lack of available time during 
situations of crowding in order to learn from patient presentations and experiences. As one 
nurse reported:  
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When it is really busy and overcrowded there are no opportunities for learning. All 
I’m doing is trying to stay on top of completing tasks. I feel like I am cutting corners. 
It is difficult to keep up with the details. When it is too busy you cannot learn. Part of 
the reason why I became a nurse was because it is supposed to be a cerebral job. I 
didn’t go to nursing school and learn about pathophysiology and pharmacology to 
never use that information. I had an understanding that this was a profession that 
provided me with more than just completing tasks such as emptying a catheter bag. 
 
The importance of education and learning opportunities was voiced by many participants and 
during situations of crowding it was felt that such opportunities were limited to non-existent. 
Education was described as being important to maintaining patient care and valued in 
meeting professional expectations and standards. As one nurse stated, “Emergency nursing 
and health care is struggling. Emergency nurses cannot do what emergency nursing is really 
all about. It is sad and it needs to change, somehow.” The dilemma over wanting to provide 
quality nursing care versus being unable to during situations of crowding was voiced by 
many participants, resulting in many attributing such concerns with feelings of unmet 
professional expectations and a failure to meet professional standards.  
Becoming task oriented. During situations of crowding, some participants described 
their role as an emergency nurse as changing from one of providing care to one of simply 
focused on completing tasks. This was further described by some participants as meaning 
that the task became void of purpose and was simply thought of as being another burden in a 
list of ‘things to do.’ As one nurse reported, “You are just running from the next task to the 
next task. And I almost feel irritable when patients talk to me too much because I know that 
that is taking away time from me being able to do all of those other tasks.” Another nurse 
described that: 
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To me, it becomes all about completing tasks. For example, a patient comes in 
meeting sepsis criteria. It becomes all about starting the IV, giving fluids, drawing 
cultures and giving antibiotics in as timely a manner as possible, in addition to caring 
for the young woman who is actively miscarrying, the man with flank pain, the ACS, 
the child with a fever and the elderly lady who is confused and wandering. You don’t 
have the time to sit and chat and develop a rapport with your patients. Your lack of 
care is obvious.  
 
The focus on tasks and the completion of tasks, rather than on providing holistic nursing 
care, was described by many as being the result of situations of crowding. Crowding was 
described as resulting in an increased patient load and increasing nurse to patient ratios, 
requiring a seemingly unlimited number of tasks needing completion, among other factors. 
One nurse provided insight, stating: 
I can recall one incident last winter. I had a patient come in who was actively 
miscarrying. Her response was loud; she was crying and breathing heavily and in a 
lot of pain. It was pronounced. And at that time, it was complete hell. It was busy and 
stressful and I hated my job. On that day there were also a lot of ambulances coming 
through, multiple overdoses, it was busy and crowded and we couldn’t keep up. I 
remember reacting to her responses by nodding and stated simply “I’m sorry that you 
are going through this.” That was it. I wasn’t able to provide that therapeutic touch or 
to spend time with her. I couldn’t go to that place with her. I simply started her IV, 
completed the tasks and got out of there. There was just too much going on and I had 
too many places to be. 
 
This specific participant talked at length about her struggles with trying to complete all of the 
required tasks in her overwhelmingly large patient assignments during situations of 
crowding. She described how frustrating it can be at times when she desired to provide 
therapeutic care and to develop that nurse-patient relationship yet she simply did not have the 
time to accomplish that effectively. She stated that, “I feel like I am cutting corners. It is just 
so difficult to keep up with the details…” She further stated that in order to get through 
situations of crowding, she ‘tricks’ herself into believing that completing tasks is equivalent 
to providing proper patient care, as a means for getting through the situation with less guilt. 
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Many other participants voiced concern over becoming task oriented nurses and 
described how this negatively influences developing patient relationships. This left some 
participants feeling unsatisfied with their nursing jobs also. As one nurse reported: 
You become a task oriented nurse, focused on just getting A, B, and C done without 
putting any kind of care plan into the process or engaging in the process to produce 
better outcomes, because all you are doing is running around. You are distracted 
trying to complete ten tasks instead of five… I fell less fulfilled. 
 
In summary, many of the participants reported that they were left feeling unable to provide 
quality patient care and were unable to develop positive nurse-patient relationships, and as a 
result, becoming a task oriented nurse is a future concern for emergency nursing.    
Impacts on Person 
Many participants described various effects that situations of crowding had on their 
personal self. From taking it home with you to emotional and physical factors, it was evident 
that during situations of crowding emergency nurses are also impacted on a personal level. 
Taking it home with you. Participants described the challenges of leaving the ED 
and going home after a stressful shift. During situations of crowding, many participants 
stated that it was next to impossible to leave everything at the door after a shift was 
complete. As one nurse reported: 
You cannot just ‘shut off’ when the shift ends, or at least I can’t. I go home and run 
situations over and over in my head, thinking about what I could have done better or 
differently or how to avoid that in the future. It just eats away at you. 
 
Another nurse stated, “I stress about what I’ve done when I go home. I ask myself ‘Did I 
miss anything?’ or ‘Did I forget to do that?’ or ‘Did I make anyone angry?’” Even though 
each nurse recognized the importance of maintaining professionalism while at work, some 
participants voiced how it is sometimes forgotten that nurses are also people and humans too. 
One nurse described that: 
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If overcrowding has resulted in less than optimal patient outcomes then I feel very 
upset about that and I definitely take it home with me…Most times I can leave 
everything at work but there are times when my kids come to me with something 
little and I find myself saying to them “You don’t even know what a real problem is.” 
So sometimes I do take it home with me, it’s hard not to. 
 
However, another nurse offered this perspective: 
I think that I have developed a pretty good system where I try and leave my work at 
work, but on those weeks and months at a time where it can be crowded and crazy, it 
definitely adds to my stress level. You can’t help but not let it. We spend a third of 
our lives at work. It is very stressful and it does spill over at times, but this job is part 
of who I am. You can’t just leave that at the door, as much as you would like to. You 
are always an emergency nurse, even when you aren’t at work. It becomes one of 
those things that you just can’t help sometimes.  
 
The challenge of taking it home with you was expressed by many participants and 
acknowledged as having an impact on one’s personal self.  
Emotional factors. During the interviews, participants also expressed various 
emotional impacts of working during situations of crowding. Feeling overwhelmed, 
exhausted, or guilty, in addition to feelings of increased stress, anxiety, and burnout were 
concerns voiced by many emergency nurses individually. One nurse reported that during 
situations of crowding: 
It just becomes to be too much. It is stressful and hectic. To be honest, I’ve cried in 
the department because I just can’t keep up and manage it all and then I get 
overwhelmed and feel like a complete failure. 
 
Feeling overwhelmed was reported by some participants as resulting from an increased 
patient workload and a chaotic environment during situations of crowding, leading to 
feelings of exhaustion and feeling emotionally overworked. One nurse stated: 
When it is overcrowded for long periods of time, I totally am left feeling depressed at 
the end of my shifts. It puts a strain on my life, not only at work but with my friends 
and relations. It exhausts all of my resources and it makes it so much harder to handle 
anything and everything.  
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Another participant reported:  
It is hectic. It is overwhelming. Everyone is stressed out…When you walk in for the 
morning and you see that the department is stacked full of admitted patients and no 
one is moving anywhere and you have 20 people in the waiting room, to be that triage 
nurse or that emergency nurse or that charge nurse, it is just so overwhelming. 
 
Feelings of being overwhelmed and exhausted led some participants to voice feelings of guilt 
in relation to situations of crowding and interactions with patients. One nurse explained, 
“How can you not feel guilty for not providing the level of care that you want to provide or 
that you know that you are capable of as a nurse.” A new emergency nurse with two years’ 
experience described her personal feelings of guilt as follows: 
There are so many people needing help and you know what you want to do or need to 
do to help them but you just can’t. That is so hard. I feel guilty about that… I feel like 
I should have provided more so than I end up with guilt because I don’t feel like I am 
helping people. I simply feel like I am assisting people get through another hour…so 
not only is it physically taxing but it is emotionally taxing also. You can’t step away 
from it to even just tell yourself that it will be ok. 
 
For many participants who described feeling overwhelmed or exhausted, together with 
feelings of guilt, when working during situations of crowding, feelings of anxiety, stress, and 
burnout were described as occurring frequently. 
Participants described feelings of stress, anxiety, and burnout most often during 
interviewing. Every participant described stress, though how it was related to situations of 
crowding or its personal effects, were very individualized. As one nurse stated:  
Overcrowding directly relates to my anxiety and stress levels at work. One shift two 
patients presented at almost the exact same time. I was the only emergency nurse on 
and I had to choose. I had to choose who I was going to help first and then I had to 
live with that decision. Talk about stress.  
 
Another nurse reported, “Stressful means you feel like you are going nowhere. You are just 
spinning your wheels and nothing is happening. You wish that you could do a better job but 
you simply cannot.” Stress and anxiety were often reported by participants as occurring 
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almost interchangeably during situations of crowding. For one nurse, “When it is crowded I 
have more anxiety at work. You don’t feel as relaxed or in control. And I know that in 
emergency you almost want those situations or feelings of being on edge but it becomes to be 
too much.”  
 For some participants, feeling overwhelmed and exhausted with increased stress and 
anxiety levels resulted in feeling burnt out. As one nurse stated, “Crowding will affect the 
nurses that I work with, exactly. We will all burn out. Emergency nurses will leave the 
profession...” As another nurse reflected, “There are aspects of emergency nursing that I 
really love, but then there are aspects that I find are definitely burning me out quicker than it 
would be if I were working anywhere else, really.” As a result, it is obvious that emergency 
nurses are affected by situations of crowding on a more personal and emotional level. 
Though each nurse expressed their concerns individually, feelings of being overwhelmed, 
exhausted, guilt, increased stress, anxiety, and burnout were all concepts voiced by 
participants.  
Physical factors. Much like how participants voiced concern over how it can be 
difficult to not bring it home with you, emergency nurses shared their individual physical 
challenges resulting from the stress of working during situations of crowding. From a lack of 
sleep to weight gain, alcohol use, high blood pressure, and the need to take medications, 
participants shared various physical factors that have resulted from working during situations 
of crowding. As one nurse stated, “Quite often I will stay up extra late at night… It’s the only 
peaceful time I have…I end up staying up super late and then I’m exhausted, just to have that 
quiet, alone time.” Another nurse reported: 
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After a bad, crowded shift, I need to sit outside for at least 30 to 45 minutes by myself 
at home, de-stressing. My husband picks me up so when I get home I need that alone 
time. And he knows; he doesn’t even talk to me, he doesn’t open the door to the 
outside, the kids know to not talk to mommy until I am ready…You just need that 
time to decompress, and to smoke. 
 
Another nurse stated: 
I can’t listen to music in my car on the way home from work anymore. I need quiet. 
I’ve come home from work and told my kids not to talk to me because I need quiet. 
I’ve gained weight since working in emergency, and I know that it is from stress 
eating. I think there is definitely a ‘shelf life’ of life as an emergency nurse. I think 
that it has become significantly shorter because of the stress we deal with in our 
department. Since I’ve been there, in the last 13 years, I would say that we have had a 
complete turnover of nurses. 
 
In addition to a lack of sleep, a need for alone time, and weight gain, one nurse stated, “I 
would probably turn into an alcoholic. I find that after a stressful day at work I rely on a glass 
of wine, but not to the excess because I know that I have this family to take care of.” Another 
nurse reported “Overcrowding makes me feel frustrated. It makes my blood pressure go up. I 
am on medications for it now. ..I get angry because it shouldn’t happen.” Other nurses also 
discussed how they now rely on medications for various other personal reasons. Specifically, 
one nurse described: 
I wasn’t on any medications before I started working in emergency, but now I am on 
medications such as clonazepam and propranolol. Medications that are supposed to 
help stop the panic attacks I get before I go to work every day. I never had to be on 
those medications before. I don’t know if they even really help. It is so hard. I 
question whether it’s just me and if I can’t handle it or if maybe it’s related to how 
taxing the work is. Days before I am scheduled to come to work I find myself starting 
to count the hours and I become so nervous because you don’t know what is going to 
be thrown at you. For me, I am a sensitive person to begin with so it is easy for me to 
take all of that home with me because I feel guilty about it all. 
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Another nurse described similar feelings, stating: 
My emotions and anxiety over feeling like a complete failure at work or inadequate 
as a nurse do not enable me to be an effective nurse. I am constantly second guessing 
my skills or how I handle situations at work. It is defeating and overwhelming in that 
this is not what I thought emergency nursing would be about. I have thought about 
quitting on more than one occasion. I have been on stress leave. I am on medications 
now as a result. This isn’t the life I thought I would be living.  
 
One participant offered a differing perspective to how the stress of situations of crowding can 
affect oneself physically, noting that not only are nurses affected but those around us, our 
loved ones, are affected also. She reported: 
I am short with my husband. He just doesn’t understand why I take it so personally, 
which is frustrating too. And then we argue. When I am suffering in my career it 
affects all aspects of my life and that is terrible. 
 
As a result, it is obvious that there are various physical factors that have affected most 
participants on varying levels. From high blood pressure to the need for medications, the 
physical effects of working during situations of crowding are worrisome to the personal 
health of emergency nurses.  
Teamwork: The Silver Lining  
 What is it that draws emergency nurses to continue to come back to work shift after 
shift despite their descriptions of such a negative working environment during situations of 
crowding? Every participant within this research study reported teamwork as being the 
reason why they love their role as an emergency nurse and continue to come to work day in 
and day out. When asked to describe a positive of working in such a stressful working 
environment during situations of crowding, one nurse reported, “I think the times when you 
can pull together as a team, those are what make it all worth it. You are able to realize your 
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strengths and your co-workers’ strengths and everyone has something to impart.” Another 
nurse explained that: 
When people are maxed, they become stronger as a unit because everyone realizes 
that you can become stronger as a team, working together to get through a shift…and 
that is really empowering. It brings you closer as a unit. You develop new levels of 
respect for people because you see people working through adversity.   
 
Another participant reported, “Our team gets you through your shift, regardless of if you are 
short staffed, it is overcrowded, or you have other issues. We can all do a great job as long as 
we have each other…that is what has also enabled me to be in this career for so long.” 
 The relationships that develop while working through difficult events and situations 
of crowding were described by all participants as being positive, strong, and uplifting. As 
one nurse explained: 
I have developed some great friendships with my co-workers and other emergency 
nurses. We spend more time together than we do with our own families, and unless 
you are part of this chaos, you really cannot understand what it is all about. On a day 
where it is overcrowded and complete chaos and everyone is stressed to the max, 
knowing that no matter what happens that you can rely on your partner for that extra 
hand or to step in, that makes all the difference. Knowing that you are not in it alone. 
 
Another participant stated: 
Surviving those hellish nights where everyone is exhausted but there is still room for 
a joke and a laugh, I love that part of my job. There is a sense of satisfaction when 
you work through the chaos and can find a sense of accomplishment together. 
 
Finally, another nurse explained that, “Even just having someone acknowledge that you did 
the best you could that day or that shift is so helpful. To know that you are not alone in all of 
it makes a huge difference.”  The teamwork and support from other emergency nurses during 
situations of crowding was described by each and every participant with such positivity that 
it was obvious as to why participants continue to come to work in their EDs, despite the 
challenges crowding imposes. 
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Summary 
 In this chapter, I have presented the findings of this research project. Five major 
themes emerged from the analysis of the study data. In addition to major themes, 12 
subthemes were also identified. Challenges of the emergency department environment, the 
impacts of the environment on practice, in addition to professional impacts and the impacts 
on person were major themes found to occur because of situations of crowding, which has 
become the new normal state of contemporary EDs. Teamwork: The silver lining was the 
positive theme found to occur as a result of situations of crowding. Overall, emergency 
nurses in this study described crowding as occurring on a consistent and regular basis and 
that this had both negative and positive impacts upon their professional and personal lives. In 
order for emergency nurses to create positive workplace environments and continue to 
embrace the benefits of teamwork, it is essential that they actively engage in future planning 
processes. The following section will explore the interpretation of these results and will 
highlight implications for practice, research, and education. 
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Chapter 5: Discussion and Implications 
The purpose of this research was to develop a greater understanding of emergency 
nurses’ experiences working during situations of crowding in EDs within northern BC and is 
guided by the research questions: What are the experiences of emergency nurses working 
during situations of crowding in emergency departments? What is the significance for 
emergency nurses? I aimed to expand the existing knowledge exploring how crowding 
impacts emergency nurses while providing suggestions on how to better support emergency 
nurses. The following section will discuss the emerging findings and will highlight the 
implications for practice, education, and research arising from the study. Finally, an 
overview of the strengths and limitations of this study will be provided. 
Summary of Findings 
The analysis of the study data revealed that crowding had a direct impact upon 
participating emergency nurses, both in their personal and professional lives. Participants 
revealed a rich, yet somewhat disturbing, interpretation of their experiences of working 
during situations of crowding in their respective EDs. Specifically, participants described 
situations whereby it was felt that they were unable to practice effectively and experienced a 
sense of failure when being unable to meet their specific role requirements. Further, the 
significance of not feeling able to effectively practice as an emergency nurse left many 
participants with thoughts of decreased job satisfaction, increased frustration, and increased 
lasting personal effects such as anxiety. 
Situations of crowding were consistently defined by the participants as being a period 
of time whereby an increased demand for service was felt to inhibit the ability to provide 
care within a reasonable amount of time and in an appropriate environment. Situations of 
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crowding were described by participants as occurring almost daily in their respective EDs, 
yet these periods of time were never consistent and changed day-by-day, hour-by-hour, and 
minute-by-minute. Participants recognized that crowding was not a constant state in the ED 
and accounts of crowding were highly variable across the three participatory EDs within 
northern BC. During interviewing, participants described situations of crowding as involving 
various factors: a department that is full of admitted patients awaiting inpatient beds resulting 
in limited space or private areas to assess incoming emergency patients, a critical incident or 
trauma requiring multiple nurses to assist, a waiting room that has patients who are waiting 
longer than average wait times, and hallways that are being utilized as assessment and 
treatment areas, in addition to increased patient workloads for nurses. The factors described 
by participants in this study are similar to those identified in the existing literature 
(Committee on Pediatric Emergency Medicine, 2004; Derlet et al., 2001; Ospina, et al., 
2007; Steele & Kiss, 2008) further emphasizing the impacts that crowding has on EDs. For 
example, Rowe et al. (2006) reported that ED crowding was seen as being a major or severe 
problem during the past year, and was attributed to a lack of available inpatient beds, 
increased length of stay of admitted patients in the ED, and increased patient acuity and 
complexity. In a policy statement by the American Academy of Pediatrics’ Committee on 
Pediatric Emergency Medicine (2004), various factors that contribute to ED crowding were 
reported: increased ED patient volumes, increased ED patient acuity, shortages of nurses, a 
lack of inpatient hospital beds and related resources, and insufficient space within EDs to 
meet such demands.  
In the smaller EDs, participants were more likely to identify the experience of 
crowding with respect to staffing levels, limited resources, and fluctuating patient care 
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demands. Van Vonderen (2008) emphasized that smaller hospitals and rural EDs “face 
overcrowding just like their urban counterparts, yet the rural ED confronts special challenges 
that make it difficult or impossible to duplicate the measures the urban EDs use to combat 
the problem” (p. 112). Smaller centres have fewer available resources, which in turn can 
affect quality of care, patient volumes, staffing concerns, and throughput factors (Van 
Vonderen, 2008). For the participating EDs in this study, the concept of crowding was 
individualized to each hospital and the demands of each specific community. Much like the 
purpose of Asplin et al.’s (2003) conceptual model of ED crowding, defining what a situation 
of crowding is in a rural setting, identifying the causes, and developing solutions are specific 
to each ED and what defines a situation of crowding in the smaller EDs may not meet 
stereotypical terms and thus, requires further exploration. 
A lack of space, heightened noise levels, and a lack of privacy were challenges 
reported by participants in relation to the ED environment during situations of crowding. 
Participants described how patients were assessed and treated in chairs, in hallways, and in 
less than desirable areas, with admitted patients being held in beds in the ED while awaiting 
transfer to an inpatient unit, blocking use of such areas for emergency patients. The triage 
and waiting area were described as becoming an extension of the ED, with hallway nursing 
becoming an accepted and normalized process for care delivery. This increased demand for 
ED services further describes the input factor of the conceptual model of crowding in EDs 
(Asplin et al., 2003). Participants in the study described hallway nursing as occurring when 
the inflow of patients exceeded the outflow for an extended period of time. This relationship 
between crowding and hallway care was also reported by Richards et al. (2014), who 
indicated that caring for patients in these non-clinical settings can result in various negative 
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patient outcomes, such as prolonged hospital stays, absence of consistent monitoring, 
preventable disability, and dissatisfaction by both patients as well as staff. Participants in this 
study identified that patients were placed in hallways in order to continue to provide some 
form of emergency care.  
For many participants, the chaotic and noisy nature of the ED environment made 
practicing challenging, as distractions and interruptions became a perceived barrier to safe 
nursing practice. Key concerns identified by participants were medication errors and time 
delays in care. In the systematic literature review of how crowding affects care delivery in 
EDs, Collis (2010) reported that crowding is associated with delays in analgesia 
administration, delays in time-sensitive thrombolysis in patients with acute myocardial 
infarction, delays in the administration of antibiotics, and increased risk for medication 
errors.    
 The analysis of the study data revealed that the emergency nurses were concerned 
about limitations in care, safety, and staffing in the ED during situations of crowding. The 
most prominent theme that emerged from the analysis was the concern that emergency 
nurses had for patient care and how they perceived patient care to be compromised during 
ED crowding. In essence, participants felt that they were unable to deliver the quality of care 
that they felt was of value and important to their role as emergency nurses during situations 
of crowding. This impacted how participants perceived their own satisfaction in their role as 
professionals and how they interacted with patients. While these experiences are reflective of 
specific situations of crowding, the frequency of crowding as reported by the participants led 
to wide reaching professional and personal effects. Byrne and Heyman (1997) undertook a 
qualitative study using a grounded theory approach to interview emergency nurses about 
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their communication styles while interacting with patients. The researchers reported that 
understanding how emergency nurses perceive their role in EDs is fundamental to 
understanding how emergency nurses provide care and interact with patients. For example, 
participants of this study reported feeling as if they were simply becoming task oriented 
during situations of crowding, with little time to provide an appropriate level of patient care. 
With this also came concern regarding limited learning opportunities as a result of feeling 
rushed to complete multiple tasks. Participants felt unable to research patient specific 
diseases or presentations, further limiting their perceived ability to provide optimal patient 
care. Consequently, nurses in this study felt conflicted in how to provide quality patient care 
during situations of crowding. This is consistent with the study by Rodney and Strazomski 
(1993) who contend that conflict exists when nurses feel unable to carry out their role due to 
factors beyond their control.  
As highlighted, the ability to provide quality and safe patient care was a key concern 
for the participants in this qualitative description study. Participants described nurse-to-
patient ratios that were felt to be too high as a result of situations of crowding, contributing to 
a potentially unsafe working environment, as patient care was felt to be compromised. The 
Canadian Nurses Association (2009) defines patient safety as the reduction of unsafe acts 
within the health care system in addition to the use of best practices to promote optimal 
patient outcomes. Participants frequently described how they were concerned about 
practicing safely and felt that this was compromised during situations of crowding, with 
some describing challenges in undertaking comprehensive assessments or delivering 
medications and time-sensitive treatments in a manner that they felt was appropriate and 
safe. For these participants, it was felt that one’s workload was overloaded. These findings 
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are consistent with Pines and Griffey (2015), who reported that crowding results in care 
providers delivering ‘hurried’ care whereby critical steps in diagnosis and treatment are 
missed, complications occur, and mortality results. Increased nurse-to-patient care ratios 
were frequently described by participants and the inability to keep up with nursing care, 
resulting in becoming task oriented and providing delayed care, was described. The British 
Columbia Nurses’ Union (BCNU) (2015) advocate that nurse-to-patent ratios should be 
mandated in order to provide for safe staffing levels that would result in positive patient 
outcomes and would avoid preventable negative outcomes like patient death. BCNU (2015) 
reports that a safe nurse-to-patient ratio in an ED would be one nurse to four patients. 
Participants in this study frequently reported having at least six emergency patients during 
situations of crowding, in addition to admitted patients, clearly describing above what might 
be considered a safe nurse-to-patient ratio.  
Participants in this study did not describe any age or gender-related factors that had 
an impact upon how situations of crowding affected emergency nurses. Level of nursing 
experience did, however, affect emergency nurses during situations of crowding. 
Specifically, experienced and senior emergency nurses that participated in this study 
described the challenges of working with many new, inexperienced emergency nurses and 
how this was felt to add to an already overfull workload during situations of crowding. 
According to Sawatzky and Enns (2012), emergency nursing has always been a difficult area 
to staff due to the challenging work environment of the ED and as a result, younger, less 
experienced nurses are often hired prematurely. Adding the training and mentoring of 
inexperienced staff to one’s workload in turn affects one’s work-life outcomes, resulting in 
burnout, decreased job satisfaction, and further retention issues (Sawatzky & Enns, 2012). 
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Likewise, in the integrative review evaluating staff perceptions of the working conditions in 
EDs by Johnston, Abraham, Greenslade, Thom, Carlstrom, Wallis, and Crilly (2016), the 
researchers contend that experience, rather than age, gender, or role, plays a key role in one’s 
perception of work-related stress, results similar to the participants of this study.  
More junior emergency nurses with less experience reported increased feelings of 
stress in relation being thrown into situations of crowding with limited knowledge and skills, 
all while having inadequate opportunities to learn from such experiences. Fear and a lack of 
support clearly impacted how less experienced nurses perceived their job satisfaction. Such 
feelings and concerns may impact the retention of emergency nurses long-term. As a result, 
Johnston et al. (2016) report that “EDs therefore need to achieve a balance that stimulates 
and challenges staff, without overwhelming them, to retain workers” (p.24). 
The impact of working during situations of crowding in EDs was reported by some 
participants to negatively affect their views of how they enjoyed their job. Decreased job 
satisfaction was described as resulting from the stressful working conditions that occur 
during situations of crowding. In the study by Johnston et al. (2016), the researchers 
acknowledged that EDs have become particularly stressful working environments due to the 
increasing acuity of presenting patients, resulting in high pressure and high volume 
workloads. For many emergency nurses in this study, placing value on their role as a nurse 
and meeting professional standards and expectations was reported as being important. 
Professional standards were defined by many participants as not only being criteria that must 
be followed by a regulatory body but also expectations set in nursing school as being the 
basis for all nursing care. Many participants felt that during situations of crowding, such 
standards were far from being met. 
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The analysis of the study data revealed that there are various effects that situations of 
crowding had on participants’ personal self. From ‘taking it home with you’ to emotional and 
physical factors, such as hypertension and weight gain, it was evident that nurses felt that 
crowding and the resulting increased workloads affected them on a far greater personal level. 
During situations of crowding, many participants stated that it was next to impossible to 
leave everything at the door after a shift was complete and the impact of this left some 
participants with a lack of job satisfaction and enjoyment towards their role as an emergency 
nurse. Some participants’ negative views on how they enjoyed their job reflect the study of 
Hinderer, Friedmann, and Gilmore (2014) who describe such feelings as leading to burnout, 
which encompasses emotional exhaustion, patient depersonalization, and decreased feelings 
of personal and work accomplishments. Participants in this study reported emotional effects 
as a result of situations of crowding. These included feeling overwhelmed, exhausted, and 
guilty, in addition to feelings of stress, anxiety, and burn out. Further, participants reported 
physical effects as a result of situations of crowding to be exhaustion, depression, weight 
gain, high blood pressure, insomnia, and increased alcohol intake. In the qualitative, 
exploratory study by Wolf, Perhats, Delao, Moon, Clark, and Zavotsky (2016), semi-
structured focus groups involving 17 emergency nurses were completed in order to explore 
the nature of moral distress as it is experienced and described by emergency nurses. The 
researchers described that the conflict between nurses and the constraints of one’s working 
environment in which they practice results in moral distress, which in turn leads to such 
emotional and physical symptoms as reported by participants above. These findings are also 
consistent with other studies that report that the challenging environment of the ED can have 
lasting effects for emergency nurses (Adeb-Saeedi, 2002; Kilcoyne & Dowling, 2004) 
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There were some unexpected findings that arose from this study that are worth 
noting. Throughout the interviews, emergency nurses used various negative words to 
describe their frustrations about working during situations of crowding in EDs. One nurse 
described working during situations of crowding as “when the shit rolls downhill, we wear 
it” while another likened feeling overwhelmed with tasks to being “a chicken with my head 
cut off.” However, in spite of such worrisome descriptions related to working during such 
challenging conditions, emergency nurses continue to come to work shift after shift and 
continue to work during situations of crowding. The tenacity and resilience of these 
participants was strong. 
Despite situations of crowding, emergency nurses continued to strive to provide 
quality patient care and work together to create circumstances that assisted in producing 
positive practice environments. The impact of working collectively as a team and working 
together during challenging situations of crowding had positive effects, as reported by 
participants. Participants reported a sense of belonging and that they were each important 
members of their ED team. Similarly, in her qualitative directed content analysis study, 
Tubbert (2016) explored the resiliency characteristics of certified emergency nurses in 
Central New York. Tubbert reported interpersonal connectedness to be a strong predictor of 
resiliency, displayed as teamwork that occurs in the work environment that ultimately 
supplies the team with both physical and psychological support. Similarly, Cusack, Smith, 
Hegney, Rees, Breen, Witt, Rogers, Williams, Cross, and Cheung (2016) reported that 
building and strengthening workplace resilience is vital for stressful work environments. By 
promoting positive inter-professional relationships, having access to positive role-models, 
and mentoring are all processes that promote teamwork and positive working relationships 
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which not only support staff, but in turn improve patient care and patient outcomes (Cusack 
et al., 2016). Teamwork and support from co-workers was a concept discussed frequently by 
participants in this study, from a positive perspective. As a result, this further emphasizes 
that with strong teamwork, leadership, and workplace relationships, emergency nurses can 
work together to positively influence and contribute to setting a path for future positive and 
beneficial emergency care initiatives despite situations of crowding in EDs.  
Implications 
 The findings from this research study have described emergency nurses’ experiences 
of working during situations of crowding in smaller EDs in northern BC and have identified 
a number of professional and practice concerns, as well as other positive factors such as 
teamwork, that provide vital strategies for coping and practicing. Overall, it is clear that 
emergency nurses experience many challenges in the face of crowding but rely on the 
support of colleagues and team members during these situations to come together to attempt 
to provide optimal patient care. As there is a limited body of knowledge that examines 
crowding from the perspective of emergency nurses in the ED, this research contributes to a 
greater understanding of nurses’ experiences and support needs. From the analysis, a number 
of implications for practice, education, and research were identified and will be presented 
below. 
Implications for practice. The findings from this research study have indicated a 
number of important implications for emergency nursing practice. It is important to 
acknowledge that participants reported an increasing frequency of situations of crowding in 
their EDs. As a result, a focus of attention is needed to gain a broader understanding of 
crowding in BC hospitals and of emergency nurses and their support needs during situations 
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of crowding. This is significant for emergency nurses practicing in BC as emergency nursing 
care is a specialized area in high demand, yet it is difficult to attract such skilled 
professionals.  Identifying practice supports (See Table 4)  and increasing dialogue to further 
understand emergency nurses during situations of crowding is needed in order to enhance a 
healthy work environment in all EDs, whereby quality patient care is provided and safe 
practice occurs.  
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Table 4 
Identified Practice Changes, Suggestions, and Solutions. 
 
Identified Practice Changes, Suggestions, and Solutions 
 
General Suggestions: 
 peer support network 
 problem solving huddles, debriefing groups following situations of crowding 
 individual meetings or ‘check-ins’ with manager 
 quality improvement projects, evidence based practice reviews 
 develop practice support tools on crowding in EDs (example: what to do in situation, 
how to better support each other, how to support yourself, etc.) 
Throughput Factors: 
 develop nurse initiated orders at triage  
 develop protocol for triage nurse-to-patient ratios (example: if above 8 patients, call 
in another nurse) 
 develop team to help improve ED layout, flow through department 
 develop ED nursing staffing protocols (example: if above 1:4 safe ratio, call in 
another nurse) 
 in smaller EDs, initiate standard of practice/protocol whereby every ED is always 
staffed with more than 1 emergency nurse at all times 
 look at the use of other healthcare team members (example: care aid to assist with 
basic patient needs such as toileting) 
 investigate documentation tools (example: computer charting best? Bedside IPads 
with tick box options to cut down on time spent charting) 
 look into staff wearing safety buttons during shifts (example: can push button if need 
emergent assistance in a patient room, out at triage, etc. and everyone is made aware) 
Output Factors: 
 develop team to help improve ‘patient boarding’ (example: does this mean calling in 
floor nurses to care for such patients? Develop a system to move such patients 
elsewhere in the interim? Develop a system that flags doctors to reassess patients for 
discharge?) 
Additional Suggestions: 
 develop tool to fill out after each shift that indicates situations of crowding (example: 
tick box form, is then sent to management) 
 fill out Professional Responsibility Form as part of BCNU after every shift that 
involves situations of crowding 
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Team work and the positive relationships participants had with their co-workers was 
of great importance to participants, and was described as being the reason many returned to 
work shift after shift. Utilizing these positive relationships as a form of support, such as 
through the creation of a peer support network, could provide vital supports for nurses to 
discuss challenges and to develop ways to improve staff concerns for emergency nursing 
practice. For example, this could be accomplished through the use of ‘problem solving 
huddles’ that occur during a shift whereby situations of crowding are occurring or this could 
involve meetings outside of work time to simply sit and discuss concerns and to brainstorm 
solutions or ideas. However, the successful implementation of any program requires the 
support of nurse managers and other influential decision makers and leaders. Participants 
reported the presence of managers during situations of crowding to be beneficial in 
acknowledging their struggles during such periods of time. Positive leadership plays an 
important role in ensuring that the health and well-being of emergency nursing staff are of 
top priority (Sawatzky & Enns, 2012; Tubbert, 2016). 
Regular individual meetings or check-ins with nurse managers would be beneficial in 
recognizing how emergency nurses are coping during situations of crowding. By 
acknowledging the impacts that situations of crowding have on emergency nurses and by 
working together, leaders can develop ways to support individual staff members, as different 
solutions may suit different nurses. For example, focused debriefing in groups may be 
beneficial to some emergency nurses while working privately to develop healthy coping 
strategies may work better for other emergency nurses. Regardless, varying programs, 
services, and options for supporting emergency nurses must be provided and the health of 
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these nurses valued so as to encourage a positive working environment whereby patient care 
is of highest quality. 
 Additionally, emergency nurses need to bring greater awareness to the concerns of 
practicing during situations of crowding. Nurses could participate in quality improvement 
projects or evidence based practice reviews in order to highlight their concerns and to engage 
in improvement opportunities resulting from situations of crowding, as a group and involving 
health managers and other leaders. This could further result in the development of practice 
support tools or guidelines for emergency nurses to utilize during future situations of 
crowding. Furthermore, the development of policies that specifically speak to crowding 
would be beneficial and may further improve the experiences of emergency nurses in the ED. 
These policies could further support an improved allocation of nurses and support staff in 
situations of crowding. This could also take into consideration factors such as staff mix.  
A system to best meet emergency nursing staffing demands, such as increasing the 
number of emergency nurses on shift based upon the number of admitted patients and the 
acuity levels of those being held in EDs or the number of hallway patients requiring 
assessment and treatment, if implemented would support emergency nurses in delivering 
quality patient care. This would ensure that more inexperienced nurses are supported and that 
experienced nurses are able to share their wisdom during these situations of crowding in an 
environment that is better supported. The implementation of such approaches would 
acknowledge the staffing concerns and increasing nurse-to-patient ratios that participants 
voiced to be unsafe working conditions in their EDs during situations of crowding. Further, it 
is important for nurses to also work with their leaders in order for everyone to understand 
what makes situations unsafe and to agree upon set criteria to define this. Patient safety is 
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integral to promoting positive health outcomes and it is essential to be mindful of this during 
situations of crowding. Similarly, hallway nursing has become a bigger issue involving more 
than just the ED alone and as a result, more attention is needed to examine this from the 
perspective of the healthcare system and the delivery of healthcare services.  
Implications for education. Various educational opportunities are necessary for 
emergency nurses in order to enable them to be effective members of the ED team, as voiced 
by many participants of this study (See Table 5). First, providing necessary educational 
opportunities in order to meet the standards of best practice must be offered for all 
emergency nurses. Participants voiced concern regarding not having access to educational 
opportunities, which was felt to affect patient care delivery from the perspectives of quality 
and safety. Examples of such opportunities include Advanced Cardiac Life Support, Trauma 
Nursing Core Course, Pediatric Advanced Life Support, and advanced airway management 
courses, of which are all integral to providing optimal emergency care. Educational 
opportunities should be encouraged and supported by nurse managers and barriers to 
education, such as limited staff to cover during educational days or because of situations of 
crowding, need to also be addressed from an operational systems perspective.   
 Emergency nurses should also be provided with education, training, and preparation 
on how to best manage patients and patient care during situations of crowding. If such 
education has not been created or implemented, such a program would be beneficial from an 
operational systems perspective. This would be beneficial for staff as it would provide a 
guide for emergency nurses to follow appropriately. Additionally, this would be particularly 
beneficial to new, inexperienced emergency nurses and those in smaller settings with less 
available supports or resources. The development of a guide could take shape in a variety of 
108 
ways, and be available in the form of a written manual, an online based learning tool, a 
nursing phone-in line, or other technological solutions that best meet the needs of emergency 
nurses. If comprehensive patient care education is lacking, this guide could assist nurses in 
recognizing this and provide a process in order to obtain necessary education. Additionally, 
if emergency nurses note that personal care is suffering, this guide could also include 
education on self-care to foster effective coping strategies and practices. 
 Finally, emergency nurses should have access to education pertaining to personal 
health and well-being. Possibly, the exploration of concepts such as moral distress and 
burnout and discussing positive strategies to mitigate negative effects could be of benefit to 
many nurses. Other educational options include training related to positive coping strategies 
and stress management. Zavotsky and Chan (2016) discuss the benefits of the American 
Association of Critical-Care Nurses’ curriculum titled ‘The 4 A’s to Rise above Moral 
Distress.’ This framework helps nurses address moral distress and to develop positive 
changes as a result of such feelings based on the principle of: ask, affirm, asses, and act. 
Similarly, Healy and Tyrrell (2011) discuss the benefit of stress management training in 
order to best identify the various levels of stress prevention. For example, secondary 
prevention can include techniques such as nutrition and exercise to best improve resilience in 
response to stress, whereas tertiary prevention includes counselling or psychotherapy to best 
manage the signs or symptoms of distress. Various training and education related to personal 
health and self-care are readily available and should be offered to emergency nurses. Much 
like in the practice environment, different solutions may suit differing nurses and education 
should be offered accordingly. 
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Table 5 
Suggested Education for Emergency Nurses. 
 
Suggested Education for Emergency Nurses 
 
The following educational opportunities should be offered to all emergency nurses, paid by 
employer, as voiced by study participants: 
 Rural Nursing certificate from UNBC 
 Emergency Nursing certification from the British Columbia Institute of Technology 
 Advanced Cardiac Life Support (ACLS) 
 Trauma Nursing Core Course (TNCC) 
 Pediatric Advanced Life Support (PALS) 
 Emergency Nursing Pediatric Course (ENPC) 
 Canadian Triage and Acuity Scale (CTAS) 
 Any additional courses that would be of benefit and are specific to emergency 
nursing care (example: advanced airway management, wound care, etc.) 
Additional education: 
 Orientation to ED 
 Mentoring of new staff, program on how to be a great mentor 
 Develop/implement/utilize: guide for ED crowding (includes strategies to assist with 
situation, who to go to for help, additional resources/websites, personal self check-
ins, etc.) 
 Personal health and well-being resources/guide (check box forms to know when 
feeling overwhelmed, info on how to de-stress, additional resources/websites to go to, 
local numbers of counsellors, dieticians, exercise options, etc.) 
 
 
 
Implications for research. There is more than sufficient research pertaining to 
crowding in EDs in general; however, how situations of crowding affect emergency nurses 
requires further research. A more detailed understanding of the relationship between 
emergency nurses and situations of crowding is warranted. As this is the only known study in 
Canada linking these concepts and is focused on smaller EDs in northern BC, additional 
studies set in varying ED settings, from large urban EDs and teaching hospitals, to the 
concept of crowding in rural EDs, could enhance the findings of this study further. Similarly, 
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a longitudinal study examining how situations of crowding affect emergency nurses over 
time could also be of benefit to understanding this relationship further. If quality patient care 
is to be the standard of care delivered in EDs, emergency nurses must be listened to, their 
experiences acknowledged, and become partners in developing solutions, with future 
research focused on how emergency nursing care can be further improved.  
Study Strengths and Benefits 
 The strengths of this research study are numerous. First, it is possible that 
involvement in this research process could have various benefits to participants. The use of 
interviews and open-ended questions enabled participants free will to share their experiences 
of working during situations of crowding in EDs, providing great insight into the challenges 
and possibilities of emergency nursing. This sharing of experiences may have proved 
empowering for some participants. This study could provide a way for emergency nurses to 
feel as though they are giving a voice to emergency nursing by contributing to developing 
health services that benefit patient care and better support emergency nurses in their practice. 
Second, an adequate sample size (for qualitative research) consisting of both male and 
female participants, in conjunction with the participation of emergency nurses from various 
EDs in northern BC improved this study’s transferability. The findings from this study may 
be transferable to similar EDs and contexts throughout Canada. 
 Third, undertaking a qualitative analysis of ED nurses’ experiences during situations 
of crowding contributes to in-depth insights that has enabled for a greater understanding of 
this issue. As previously highlighted, a lack of existing literature in this field was a key gap 
and this study responds to this gap and provides avenues for further research. This approach 
may provide important contextual insights that may be helpful for those planning and 
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managing healthcare services in these communities and within this region. Community 
support could initiate future positive change for these health care settings.  
 Finally, it is also important to acknowledge where this study will be used and how the 
findings of this research will be shared. Because the experiences voiced by the emergency 
nurses within this study were personal and detailed, it is also important to recognize the 
sensitivity of this topic both prior to and during its presentation. Not only is this study of 
benefit to the participating emergency nurses, EDs, hospitals, and communities, but further, 
this study could provide insight to the professional nursing associations of the College of 
Registered Nurses of British Columbia, the British Columbia Nurses Union, the National 
Emergency Nurses Association, and the Canadian Nurses Association. The many health 
authorities within BC, such as the Northern Health Authority, could also utilize this study to 
further benefit policy and development of strategies for best patient care during situations of 
crowding in EDs. Healthcare and emergency care is a service that everyone will access at 
some point in their lives and by involving various government levels in the results of this 
study could also aid in the initiation of future positive change for EDs and emergency nurses.  
Study Limitations 
While this study has made contributions to existing knowledge, a number of 
limitations exist. Firstly, I am an emergency nurse researching emergency nurses. I have 
already constructed biases and opinions that I was very self-aware of and worked tirelessly to 
not let cloud the research process. A significant amount of personal time was spent 
journaling and reflecting, making my personal biases and opinions as transparent and explicit 
as possible. Guidance from my supervisory team ensured that each step was met from a 
critical, unbiased perspective and that provided balance throughout this process.  
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Secondly, the sample size, while consistent with qualitative approaches, is small and 
thus, a more diverse sample of emergency nurses from varying practice environments may 
have yielded further insights. The research findings are specific to this group of participants, 
as the experiences they described are exclusively their own. Therefore, while this sample is 
restricted to the size and the specific region of northern BC, it would be anticipated that the 
results would be transferable to other similar populations. 
Thirdly, participants were recruited through the use of e-mail, distributed via an internal 
employee list by the participating nurse managers. There is no way of ensuring that all 
emergency nurses received an e-mail invitation to participate in this study. However, because 
an internal employee list was used, it was assumed that this would be the most easily 
accessible means for contacting all emergency nurses in the selected EDs. Conducting 
interviews during the summer months may have influenced participation levels also as many 
nurses take time off or are away during this time. Therefore, using these qualitative findings 
to inform a larger survey of emergency nurses’ experiences from more diverse settings may 
contribute greater breadth when understanding situations of crowding.  
Conclusion 
Crowding in EDs is a dynamic situation that is unexpected and unavoidable, 
changing from hour-to-hour and minute-by-minute.  The ED environment has been 
dramatically affected by crowding, as a result of too many people and not enough resources, 
and as frontline workers, emergency nurses have also been impacted. A qualitative 
descriptive study was undertaken to develop a greater understanding of emergency nurses’ 
experiences working during situations of crowding in EDs within northern BC. Fourteen 
emergency nurses participated in interviews, with three EDs contributing. A descriptive 
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approach was chosen to preserve meaning, to be recognizable to those experiencing the 
phenomenon, and to be in a form that is easily translatable to the practice setting. The 
experiences of emergency nurses during situations of crowding was found to have both 
negative and positive impacts upon participants’ professional and personal lives.  
Overall, the study findings suggest that emergency nurses are persistent in their desire 
to continue to strive to provide quality patient care, further emphasizing that with strong 
teamwork and workplace relationships, emergency nurses can work together to positively 
influence and contribute to setting a path for the future of emergency care despite situations 
of crowding in EDs. This study has provided a voice for emergency nurses of northern BC, 
and with that brings newfound responsibility to develop solutions to advance safe emergency 
nursing care. Future practice and education implications involve identifying positive practice 
supports and providing education on self-care practices to foster positive personal health 
outcomes.  
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Appendix A 
Literature Search Results 
 
Literature Search Completed 2015 
CINAHL Database 
  
Search A “emergency services+”  
= 27,945 results 
“crowding” = 343 results 
 
Searched "and" 
= 227 results 
 
12 articles purposefully 
selected for relevance 
 
 “emergency services+”  
= 27,945 results 
“overcrowding”  
= 606 results 
 
Searched "and" 
= 326 results 
 
 
3 articles purposefully 
selected for relevance 
 
 “emergency services+”  
= 27,945 results 
“access block” = 49 
results 
 
Searched "and" 
= 75 results 
 
1 article purposefully 
selected for relevance 
 
Search B “emergency nursing+”  
= 11, 024 results 
“crowding” = 343 results 
 
Searched "and" 
= 24 results 
 
1 article purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 11, 024 results 
“overcrowding”  
= 606 results 
 
Searched "and" 
= 56 results 
 
 
2 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 11, 024 results 
“access block” = 49 
results 
 
Searched "and" 
= 4 results 
 
1 article purposefully 
selected for relevance 
 
Search C “emergency nursing+”  
= 11, 024 results 
“stress” = 43,889 results 
 
Searched "and" 
= 287 results 
 
15 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 11, 024 results 
“burnout, professional”  
= 2,680 results 
 
Searched "and" 
= 36 results 
 
 
4 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 11, 024 results 
“stress, occupational”  
= 6,159 results 
 
Searched "and" 
= 118 results 
 
 
15 articles purposefully 
selected for relevance 
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MEDLINE Database 
Search A “emergency service, 
hospital+”  
= 50,837 results 
“crowding” = 1,091 
results 
 
Searched "and" 
= 577 results 
 
 
15 articles purposefully 
selected for relevance 
 
 “emergency service, 
hospital+”  
= 50, 837 results 
“overcrowding”  
= 1,904 results 
 
Searched "and" 
= 446 results 
 
 
16 articles purposefully 
selected for relevance 
 
 “emergency service, 
hospital+”  
= 50,837 results 
“access block”  
= 121 results 
 
Searched "and" 
= 93 results 
 
 
4 articles purposefully 
selected for relevance 
 
Search B “emergency nursing+”  
= 4,336 results 
“crowding” = 1,091 
results 
Searched "and" 
= 13 results 
 
 
1 article purposefully 
selected for relevance  
 “emergency nursing+”  
= 4,336 results 
“overcrowding”  
= 1,904 results 
 
Searched "and" 
= 21 results 
 
 
0 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 4,336 results 
“access block”  
= 121 results 
 
Searched "and" 
= 2 results 
 
 
0 articles purposefully 
selected for relevance 
 
Search C “emergency nursing+”  
= 4,336 results 
“stress” = 599,597 results 
 
Searched "and" 
= 115 results 
 
 
9 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 4,336 results 
“burnout, professional”  
= 5,433 results 
 
Searched "and" 
= 51 results 
 
 
9 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 4,336 results 
“occupational stress”  
= 1,400 results 
 
Searched "and" 
= 5 results 
 
 
1 article purposefully 
selected for relevance 
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PUBMED Database 
Search A “emergency room+”  
= 69,430 results 
“crowding” = 8,270 
results 
 
Searched "and" 
= 755 results 
 
 
16 articles purposefully 
selected for relevance 
 
 “emergency room+”  
= 69,430 results 
“overcrowding”  
= 1,904 results 
 
Searched "and" 
= 477 results 
 
 
13 articles purposefully 
selected for relevance 
 
 “emergency room+”  
= 69,430 results 
“access block”  
= 2,247 results 
 
Searched "and" 
= 119 results 
 
 
4 articles purposefully 
selected for relevance 
 
Search B “emergency nursing+”  
= 16,057 results 
“crowding” = 8,270 
results 
 
Searched "and" 
= 109 results 
 
 
0 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 16,057 results 
“overcrowding”  
= 1,904 results 
 
Searched "and" 
= 78 results 
 
 
0 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 16,057 results 
“access block”  
= 2,247 results 
 
Searched "and" 
= 13 results 
 
 
0 articles purposefully 
selected for relevance 
 
Search C “emergency nursing+”  
= 16,057 results 
“stress” = 600,765 results 
 
Searched "and" 
= 461 results 
 
 
11 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 16,057 results 
“burnout”  
= 9,220 results 
 
Searched "and" 
= 122 results 
 
 
9 articles purposefully 
selected for relevance 
 
 “emergency nursing+”  
= 16,057 results 
“occupational stress”  
= 14,484 results 
 
Searched "and" 
= 93 results 
 
 
3 articles purposefully 
selected for relevance 
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Literature Search Completed 2017 
CINAHL Database 
  
Search A “emergency services+”  
= 39,436 results 
“crowding” = 1,122 
results 
 
Searched "and" 
= 662 results 
 
6 additional articles 
purposefully selected for 
relevance 
 
 “emergency services+”  
= 39,436 results 
“overcrowding”  
= 780 results 
 
Searched "and" 
= 394 results 
 
 
1 additional article 
purposefully selected for 
relevance 
 
 “emergency services+”  
= 39,436 results 
“access block” = 69 
results 
 
Searched "and" 
= 54 results 
 
1 additional article 
purposefully selected for 
relevance 
 
Search B “emergency nursing+”  
= 12,671 results 
“crowding” = 1,122 
results 
 
Searched "and" 
= 59 results 
 
1 additional article 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 12,671 results 
“overcrowding”  
= 780 results 
 
Searched "and" 
= 64 results 
 
 
1 additional article 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 12,671 results 
“access block” = 69 
results 
 
Searched "and" 
= 6 results 
 
no additional articles 
purposefully selected for 
relevance 
 
Search C “emergency nursing+”  
= 12,671 results 
“stress” = 66,710 results 
 
Searched "and" 
= 373 results 
 
4 additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 12,671  results 
“burnout, professional”  
= 6,138 results 
 
Searched "and" 
= 74 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 12,671 results 
“stress, occupational”  
= 12,447 results 
 
Searched "and" 
= 249 results 
 
 
no additional articles 
purposefully selected for 
relevance 
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MEDLINE Database 
Search A “emergency service, 
hospital+”  
= 52,671 results 
“crowding” = 2,694 
results 
 
Searched "and" 
= 704 results 
 
 
8 additional articles 
purposefully selected for 
relevance 
 
 “emergency service, 
hospital+”  
= 52,671 results 
“overcrowding”  
= 1,959 results 
 
Searched "and" 
= 544 results 
 
 
1 additional article 
purposefully selected for 
relevance 
 
 “emergency service, 
hospital+”  
= 52,671 results 
“access block”  
= 125 results 
 
Searched "and" 
= 106 results 
 
 
2 additional articles 
purposefully selected for 
relevance 
 
Search B “emergency nursing+”  
= 6,336 results 
“crowding” = 2,694 
results 
Searched "and" 
= 50 results 
 
 
no additional articles 
purposefully selected for 
relevance  
 “emergency nursing+”  
= 6,336 results 
“overcrowding”  
= 1,959 results 
 
Searched "and" 
= 41 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 6,336 results 
“access block”  
= 125 results 
 
Searched "and" 
= 5 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
Search C “emergency nursing+”  
= 6,336 results 
“stress” = 638,878 results 
 
Searched "and" 
= 186 results 
 
 
2 additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 6,336 results 
“burnout, professional”  
= 58,702 results 
 
Searched "and" 
= 78 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 6,336 results 
“occupational stress”  
= 1,468 results 
 
Searched "and" 
= 9 results 
 
 
no additional articles 
purposefully selected for 
relevance 
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PUBMED Database 
Search A “emergency room+”  
= 81,969 results 
“crowding” = 9,824 
results 
 
Searched "and" 
= 920 results 
 
 
3 additional articles 
purposefully selected for 
relevance 
 
 “emergency room+”  
= 81,969 results 
“overcrowding”  
= 2,230 results 
 
Searched "and" 
= 587 results 
 
 
3 additional articles 
purposefully selected for 
relevance 
 
 “emergency room+”  
= 81,969 results 
“access block”  
= 2,750 results 
 
Searched "and" 
= 135 results 
 
 
1 additional article 
purposefully selected for 
relevance 
 
Search B “emergency nursing+”  
= 19,672 results 
“crowding” = 9,824 
results 
 
Searched "and" 
= 146 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 19,672 results 
“overcrowding”  
= 2,230 results 
 
Searched "and" 
= 108 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 19,672 results 
“access block”  
= 2,750 results 
 
Searched "and" 
= 18 results 
 
 
no additional articles 
purposefully selected for 
relevance 
 
Search C “emergency nursing+”  
= 19,672 results 
“stress” = 719,581 results 
 
Searched "and" 
= 627 results 
 
 
7 additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 19,672 results 
“burnout”  
= 11,244 results 
 
Searched "and" 
= 162 results 
 
 
3 additional articles 
purposefully selected for 
relevance 
 
 “emergency nursing+”  
= 19,672 results 
“occupational stress”  
= 17,257 results 
 
Searched "and" 
= 111 results 
 
 
no additional articles 
purposefully selected for 
relevance 
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Information Poster 
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Appendix C 
Sample Invitation E-mail 
 
To: Prospective Participant 
From: Katharine Clark, UNBC MScN Graduate Student 
Subject: Emergency Nurses in the North: We Would Love to Hear from You! 
 Attachment: InformationSheet 
Dear prospective participant,  
 
My name is Katharine Clark and I am a graduate nursing student at UNBC. I would like to invite you 
to participate in a research study that I am conducting. This is a thesis research project that I am 
completing as partial fulfilment of a Masters in Nursing degree. Dr.Banner-Lukaris is an Associate 
Professor in the School of Nursing at UNBC and will be supervising this project. You have been 
invited to participate in this study because you are an emergency nurse working in northern BC.  We 
have invited other nurses to participate within this study, and hope to find 15 participants overall. 
 
Emergency nurses provide immediate nursing care to those who identify their health concerns as 
being critical and emergent. Due to the variation in emergency nursing situations, nurses are exposed 
to a variety of stressors and to constantly changing and unpredictable work conditions. Specifically, 
some emergency nurses are witness to patient crowding on a regular basis. There have been very 
few studies that have looked at the experiences of emergency nurses working when crowding occurs 
in emergency departments. As a result, I am currently undertaking a study to explore the experiences 
of emergency nurses working in emergency departments in northern BC. I would like to invite you to 
participate in this study. Before you decide, please take time to read the information sheet carefully 
that I have attached with this e-mail and ensure that you fully understand the research study and 
what will be involved. You are free to discuss the study with your family, friends or other health care 
professionals if you so wish.  If you require any further information, you are welcome to contact me. If 
I have not heard from you in the next 2 weeks I will send a follow up e-mail. If we have not made 
contact after one month, I will assume you do not wish to participate in this study. Your participation is 
completely voluntary and you can withdraw from the study at any point in time without an explanation 
being sought or any effects on you personally or your employment.   
 
Thank you for taking the time to read this e-mail and the information sheet attached.  If you would like 
to participate please contact me at 250-552-5102 or Davina Banner-Lukaris at 250-960-5259 or 
simply reply to this e-mail.   
 
Thank you for your time and I look forward to hearing from you. 
 
 
Katharine Clark 
Principal Researcher, UNBC Masters of Science in Nursing Student 
clarkk2@unbc.ca or 250-552-5102 
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Appendix D 
Participation Information Sheet/Consent Form 
 
 
 
June 15, 2016 
 
A study to explore the experiences of emergency nurses working during 
situations of crowding. 
 
Project Lead: Katharine A. Clark, MScN Graduate Student 
University of Northern British Columbia 
3333 University Way 
Prince George, BC V2N 4Z9 
clarkk2@unbc.ca and/or (250) 552-5102                                              
 
Supervisor:      Dr. Davina Banner-Lukaris 
            University of Northern British Columbia 
            3333 University Way 
            Prince George, BC V2N 4Z9 
            Davina.Banner-Lukaris@unbc.ca and/or (250) 960-5259                                             
 
PARTICIPANT INFORMATION SHEET 
 
Emergency nurses provide immediate nursing care to those who identify their health 
concerns as being critical and emergent. Due to the variation in emergency nursing 
situations, nurses are exposed to a variety of stressors and to constantly changing 
and unpredictable work conditions. Specifically, some emergency nurses are 
witness to patient crowding on a daily basis. There have been very few studies that 
have looked at the experiences of emergency nurses working in crowded 
emergency departments. We are currently undertaking a study to explore the 
experiences of emergency nurses working in emergency departments in northern 
British Columbia. We would like to invite you to participate in this study. Before you 
decide, please take time to read this information sheet carefully and ensure that you 
fully understand the research study and what will be involved. You are free to 
discuss the study with your family, friends or other health care professionals if you 
so wish.  If you require any further information, you are welcome to contact a 
member of the research team. Your participation is completely voluntary and you 
can withdraw from the study at any point in time.   
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Who are we? 
 
My name is Katharine Clark and I am a graduate student at the University of 
Northern British Columbia (UNBC). This is a thesis research project and is being 
completed as partial fulfilment of my Masters in Nursing degree. I am also an 
emergency nurse having worked at UHNBC in Prince George but I am presenting 
myself in my role as a researcher rather than colleague during this research 
process. Dr.Banner-Lukaris is an Associate Professor in the School of Nursing at the 
University of Northern British Columbia and will be supervising this project. 
 
What is the purpose of the study? 
The purpose of this study is to examine the experiences of emergency nurses 
working when crowding occurs in emergency departments. As part of the study, we 
will ask you about your experiences as an emergency nurse, as well as 
demographic information about yourself, which includes your age, level of education, 
number of years you have been a nurse and the number of years you have worked 
as an emergency nurse. 
  
Why have I been chosen? 
You have been invited to participate in this study because you are an emergency 
nurse working in northern BC.  We have invited other nurses to participate within this 
study, and hope to find 15 participants overall. 
 
Do I have to take part? 
Your participation is completely voluntary.  If you agree to participate within the 
study, you are free to withdraw from the study at any time without any explanation.  
If you do not wish to participate, this will not affect your present or future career in 
any way. If you choose to withdraw from the study, all of the data you have provided 
will be destroyed. 
 
What will happen to me if I take part? 
If you choose to take part, a researcher will arrange an appointment to talk with you 
about your experiences as an emergency nurse. This will involve an interview that 
will last approximately 60 minutes and this will be tape-recorded.  The interview will 
be via telephone and will be at a time convenient to you.  During the interview you 
will be asked some questions that will allow you to talk confidentially about your 
experiences.  You do not have to answer any questions that you do not want to.  
The interviews will not change any aspects of your position within Northern Health. 
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All information will remain confidential and no information will be used that would 
identify you in any way. However, anonymity cannot be completely guaranteed.     
 
What do I have to do? 
If you choose to participate or want further information, we will contact you and 
explain the study and answer any questions that you may have.  If you want to 
contact us to discuss the study or answer any questions you are free to contact me 
at 250-552-5102.  If you wish to participate, you will be asked to complete the 
consent form attached.  
If you feel at any point that you do not want to participant in this study you are free to 
opt out or withdrawal without any repercussions and your employment status will not 
be affected.  
 
What are the potential disadvantages? 
As you will be asked to discuss your experiences, some people may occasionally 
find this upsetting or uncomfortable. Some of the questions I will ask may seem 
sensitive or personal. However, the meeting will be informal and you do not have to 
discuss anything that is difficult for you to talk about.  You will be able to stop the 
interview or withdraw from the study at any time without any explanation being 
sought.   
 
What are the potential benefits of taking part? 
The study will not affect your position as a nurse with Northern Health but may help 
us to develop new ways of understanding emergency nursing and delivery of care 
within an emergency department. Your participation will be important in helping 
various health professionals understand the experiences of emergency nurses 
working in crowded conditions.  Some people may also find it therapeutic to talk 
about their thoughts and feelings. Though we will do our very best to maintain 
confidentiality and anonymity, this cannot be guaranteed.  
 
Will my taking part in the study be kept confidential? 
All information will remain private and confidential in a locked office in UNBC 
campus. Your name will not appear on any documentation; instead your information 
will be given a code in order to protect your identity.  
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What happens after the research stops? 
The results of this study will be reported in a graduate thesis and may also be 
published in journals to share the findings with other health professionals.  You will 
remain anonymous in all written material however, anonymity or confidentiality 
cannot be completely guaranteed. If there is any information that may identify you in 
any way, we will discuss this with you and you will be free to change the information 
or have it omitted from the data.  The study data will be securely stored at UNBC for 
five years after completion of the study.  After this, records will be destroyed. If you 
would like information about the results of the study, please provide your contact 
information as part of your consent form. 
 
Who is funding the research? 
There is no funding from external agencies for this study.  No financial rewards will 
be offered if you choose to participate.  Your participation is totally voluntary.    
 
Who has reviewed the study? 
The University of Northern British Columbia and Northern Health research ethics 
committee have reviewed this study. If you have a complaint or concerns about the 
research, please contact the Office of Research at the University of Northern British 
Columbia at reb@unbc.ca or 250-960-6735. 
 
What do I do now? 
Thank you for taking the time to read this information sheet.  If you would like to 
participate we will contact you in the near future and answer any questions that you 
may have.  If you would like to contact us, please call Katharine Clark at 250-552-
5102 or Davina Banner-Lukaris at 250-960-5259.   
 
 
Thank you for your time. 
 
Katharine Clark  
Principal Researcher 
 
Dr. Davina Banner-Lukaris 
Supervisor of Principal Researcher 
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CONSENT FORM  
 
A study to explore the experiences of emergency nurses working during 
situations of crowding. 
 
Principal Researcher Katharine Clark with Supervisor Dr. Davina Banner-Lukaris 
 
Please read the following carefully: 
                  Please 
Circle 
 
I have read and understand the information sheet                               Yes/No 
 
I have had the opportunity to ask any questions    Yes/No 
 
I have had satisfactory answers to my questions    Yes/No 
 
I have received enough information about this study    Yes/No 
 
I have had sufficient time to make my decision regarding  
participation in the study        Yes/No 
 
I understand that all efforts will be made to keep all information  
confidential, however, anonymity cannot be completely guaranteed  Yes/No 
 
I understand that the interview will be tape recorded    Yes/No 
 
I understand that all information will be destroyed after 5 years  Yes/No 
 
I understand that this study will be published as part of a graduate  
thesis  and may be published in journals      Yes/No 
 
I understand that I am free to withdraw from the study at any time  Yes/No 
 
I understand that the study will not affect my current or future 
employment          Yes/No 
 
I consent to be interviewed        Yes/No 
 
I agree to participate in this study      Yes/No 
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Please print name................................................................ 
 
Please sign...................................................... 
 
Date........................................................................... 
 
Researcher/witness name................................................................. 
 
Signature of researcher/witness....................................................... 
 
Date………....................................................... 
 
Information given by............................................... 
 
Date......................................................................... 
 
If you would like to receive information about the study’s results please provide 
contact information below. 
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
……………… 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
137 
Appendix E 
Sample Follow-Up E-mail 
 
To: Prospective Participant 
From: Katharine Clark, UNBC MScN Graduate Student 
Subject: REMINDER: Emergency Nurses in the North: We Would Love to Hear from You! 
 Attachment: InformationSheet 
Dear prospective participant,  
 
I had contacted you previously about inviting you to participate in a research study that I am 
conducting. My name is Katharine Clark and I am a graduate nursing student at UNBC. This is a 
thesis research project that I am completing as partial fulfilment of a Masters in Nursing degree. 
Dr.Banner-Lukaris is an Associate Professor in the School of Nursing at UNBC and will be 
supervising this project. You have been invited to participate in this study because you are an 
emergency nurse working in northern BC.  We have invited other nurses to participate within this 
study, and hope to find 15 participants overall. 
 
Emergency nurses provide immediate nursing care to those who identify their health concerns as 
being critical and emergent. Due to the variation in emergency nursing situations, nurses are exposed 
to a variety of stressors and to constantly changing and unpredictable work conditions. Specifically, 
some emergency nurses are witness to patient crowding on a regular basis. There have been very 
few studies that have looked at the experiences of emergency nurses working when crowding occurs 
in emergency departments. As a result, I am currently undertaking a study to explore the experiences 
of emergency nurses working in emergency departments in northern BC. I would like to invite you to 
participate in this study. Before you decide, please take time to read the information sheet carefully 
that I have attached with this e-mail and ensure that you fully understand the research study and 
what will be involved. You are free to discuss the study with your family, friends or other health care 
professionals if you so wish.  If you require any further information, you are welcome to contact me. If 
we have not made contact after this e-mail, I will assume you do not wish to participate in this study. 
Your participation is completely voluntary and you can withdraw from the study at any point in time 
without an explanation being sought or any effects on you personally or your employment.   
 
Thank you for taking the time to read this e-mail and the information sheet attached.  If you would like 
to participate please contact me at 250-552-5102 or Davina Banner-Lukaris at 250-960-5259 or 
simply reply to this e-mail.   
 
Thank you for your time and I look forward to hearing from you. 
 
 
Katharine Clark 
Principal Researcher, UNBC Masters of Science in Nursing Student 
clarkk2@unbc.ca or 250-552-5102 
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Appendix F 
Interview Template 
DATE: ________ 
Welcome and thank you again for joining me today. As you know, my name is Katharine and I will be 
conducting this interview today. This interview will assist me in completing my graduate thesis as 
partial fulfillment of my Masters of Nursing degree from UNBC.  
As an introduction, I would like to quickly go through some ground rules before we start the 
interview process. This interview should take no more than 60 minutes to complete. If it continues 
longer than that, that is ok too. I will be asking you questions about your experiences as an 
emergency nurse. Your participation in this interview is completely voluntary. If at any time you 
need to stop, take a break or have any questions please let me know. You may also withdraw your 
participation at any time without consequence. I will be tape recording this interview so that I may 
accurately document the information you provide. If at any time you wish to discontinue the use of 
the tape recorder, please let me know. Your responses are confidential and will be used to better 
understand how you and your peers experience working in emergency departments in northern BC.  
At this time, I would like to go through the consent form with you. As the primary researcher, I am 
specifying your participation in this research project and obtaining formal consent from you. 
Correct? ______ 
Do you have any questions or concerns before we proceed? ______ 
 
DEMOGRAPHIC INFORMATION 
 
I would first like to start by asking some basic demographic information about you: 
 
GENDER 
 
 
 
 
AGE RANGE 
 
 
20-29 YEARS __ 
30-35 YEARS __ 
36-40 YEARS __ 
41-45 YEARS __ 
46-50 YEARS __ 
51-60 YEARS __ 
60 AND OVER __ 
 
 
MARITAL STATUS 
 
 
SINGLE__   MARRIED__   OTHER__ 
 
 
HIGHEST LEVEL OF EDUCATION 
(IN RELATION TO NURSING) 
 
 
DIPLOMA__ 
BACHELOR OF SCIENCE __ 
POST-CERTIFICATION__ 
MASTERS DEGREE__ 
OTHER __ 
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YEARS WORKED  
AS A REGISTERED NURSE 
 
 
 
 
YEARS WORKED  
AS AN EMERGENCY NURSE 
 
 
 
 
INTERVIEW QUESTIONS 
1. Tell me about your experiences of being an emergency nurse… 
a. What do you most enjoy about being an emergency nurse?  
b. What do you least enjoy about being an emergency nurse? 
2. Describe for me your experiences working when your department is NOT crowded 
with patients… 
3. Describe for me your experiences working when your department IS crowded… 
a. Is this an area of concern in the emergency department where you work? How 
so?... 
4. How do you respond during situations of crowding?  
a. Do you feel this affects you professionally, as a nurse? 
b. Do you feel this affects you personally?  
c. Do you ever fell that you bring these feelings home with you? How so?... 
5. What have you found to be helpful in these situations? 
a. What is a positive that you can pull or describe during situations of crowding? 
6. What suggestions or solutions would you suggest to decrease situations of crowding 
or do you see areas for improvement? 
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Appendix G 
Ethics Approval
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